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List of Abbreviations

ABC Value analysis for inventory classification
ACBAR Agency Coordinating Body for Afghan Relief
ADS Afghan Demographic Studies
ARC Alliance Health Committee
AHSSP Afghanistan Health Sector Support Project (MSH/U.S.A.I.D.)
AID Agency for International Development, Washington, D.C.
AIG Afghan Interim Government
AMEG American Manufacturers' Export Group
AMI Aide mldicale internationale
APO Afghan Programme Office (UNICEF)
ARI Acute Respiratory Infection
AVICEN Afghanistan Vaccination and Immunization Center
BCG Bacillus of Calmette/Gue'rin (tuberculosis vaccine)
BHC Basic Health Center (staffed by nurses or health technicians)
BHP Basic Health Post (staffed by a Basic Health Worker)
BHW Basic Health Worker (three month trained community health worker)
CCT Cold Chain Technician
CDD Control of Diarrheal Diseases
CHC Comprehensive Health Center (staffed by M.D.s plus nurses and health

technicians)
CMC Coordination of Medical Committees
CMCEP Combined Midlevel Continuing Education Program (refresher training)
DICP Drug Inventory Control Packaage
DPTP Diptheria, Pertussis, Tetanus, Polio (vaccine)
DPU Data Processing Unit (MSH)
EPI Expanded Programme of Immunization
FHW Female Health Worker
FIC Fully Immunized Child (Children)
FIW Fully Immunized Woman (Women)
FO Field Operations (MSH Health Services Implementation Department)
GAC German Afghanistan Committee
GLP Good Laboratory Practice
GMP Good Manufacturing Practice
HCCA Health Committee of Central Afghanistan
HCPP Health Committee of Paktya and Pakteka
HHS Household Surveys (MSH conducted surveys in Afghanistan)
HIM Harakat-e Islami (Mohsini),Central Afghanistan based Shia party
HSD Health Services Department/Directorate (MOPH)
ICD Italian Cooperation for Development
IMC International Medical Corps
IPH Institute of Public Health (MOPH)
IPV Injectable Polio Vaccine
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MCH Maternal and Child Health
MCHO Maternal and Child Health Officer (one year trained supervisor)
MCI Mercy Corps International
MOM M&Jecins du monde
MIS Management Information Systems
MOPH Ministry of Public Health (Afghanistan)
MSF M6decins sans frontieres
MSH Management Sciences for Health
MTA Medical Training for Afghans
NASR Central Afghanistan based predominantly Shia party
NCA Norwegian Committee for Afghanistan
NGO Non-governmental Organization
OPV Oral Polio Vaccine
ORS Oral Rehydration Salts
ORT Oral Rehydration Therapy
PDPA People's Democratic Party of Afghanistan
PHC Primary Health Care
PHCH Primary Health Care Hospital (10 to 20 bed facilities)
PHRS Provincial Health Resources Surveys (joint MSH/WHO surveys)
PMD Preventive Medicine Department/Directorate (MOPH)
PPHO Provincial Public Health Officer
PVO Private Voluntary Organization
RHA Regional Health Administration (i.e. the SCNA, SSWA, HCCA

and HCPP regional health services programs)
RHE Relative Health Expenditure
RHO Rural Health Officer (one year trained BHW supervisor)
RONCO U.S.A.I.D. contract procurement agency
SCA Swedish Committee for Afghanistan
SCNA Supervisory Council of the North Area
SSWA South and Southwest Area
TA Technical Assistance
TT Tetanus Toxoid
UN United Nations
UNHCR United Nations High Commission for Refugees
UNICEF United Nations Children's Fund
UNIFEM United Nations Development Fund for Women
USAID United States Agency for International Development
USG United States Government
VEN classification of drugs as Very essential, Essential and Nonessential
VHS Volunteer Health Sister
VSF Vaccine Storage Facility
WHO World Health Organization
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I. INTRODUCTION

William D. Oldham, M. D., Team Leader

Origin and Design of the Project

The following is, what I hope will be, a brief history and overview of the structure and
function of the components of the Afghanistan Health Sector Support Project (AHSSP).
A detailed presentation of each major activity of the Project will be given by the responsible
department directors in the text that follows.

In 1985, elements of the United States Government began to express an interest in
contributing a significant level of humanitarian assistance to the destitute and terribly
mauled non-commun?st Afghans. It was estimated that eight to ten million Afghans were
living in the basically rural areas of Afghanistan not occupied by the communists and their
Russian masters. A full set of interventions were considered, i.e. health, primary education,
rehabilitation of agricultural and rural infrastructure, and distribution of food and other
essential commodities to the deprived rural population.

Because of the extensive experience that Management Sciences for Health (MSH) had in
assisting in the development of primary health services in rural Afghanistan in the 1970s,
U.S.A.I.D. asked if MSH had an interest in designing and providing the technical assistance
for implementation of the AHSSP, the health component of U.S.A.I.D.'s program. After
some internal debate about the propriety of providing services to the participants of a war,
MSH decided that the project was strictly humanitarian in nature and indicated its interest.
A design team was sent to Peshawar in early 1986. Initially, the design emphasized
emergency casualty care but due to large number of civilians unserved by health services in
rural Afghanistan, the design shifted also to the development of primary health
care.immunization programs, and other basic health services. The priority of emergency
casualty care was retained but shared the design with the basic primary health care
components. It was important that there be rapid development of these services and that
they be delivered by well trained and well-supplied health workers and facilities. Another
important facet of the Project was the development of health management systems to plan,
manage and supervise health delivery systems inside Free Afghanistan.

Getting Started - Project Development

A cooperative agreement was signed between U.S.A.I.D. and MSH in October, 1986 and



the technical assistance team mobilized. The first round of expatriate advisors were on
site by February, 1987. In January, 1987, the first productive meetings between the
Chairmen of the Health Committees of the Seven Parties Alliance and MSH took place.
Finally, four of the political parties agreed to join the Project; three decided that they could
not deal with a non-Muslim donor. The four participating parties decided to form the
Alliance Health Committee (AHC) which MSH would support with grant funds from
U.S.A.I.D. Later, one of the non-participating parties reconsidered its decision and joined
the AHC.

Initially, MSH started with a very small program working out a small suite of rooms in a
local hotel. We moved to our permanent offices in February. We assisted the AHC in
getting established at their first headquarters in the University Town section of Peshawar.
The curriculum for the Basic Health Worker {BHW) course was developed by the AHC
(with strong technical assistance from our Training Department). The AHC decided that
the training should take place in four camps, each belonging to one of the four political
parties and were located adjacent or in four large mujahideen training camps located along
the border. The Training Department got busy buying tents, teaching aids, cots, blankets,
mattresses and all of the other commodity requirements for the four BHW training camps.
The training program got underway in April, 1987.

A warehouse was leased, (actually, it was a large residence a few doors from
U.S.A.I.D/Peshawar), but it was soon swamped with supplies and we began to rent space in
empty buildings around town. Finally, we located a large warehouse in an industrial zone
outside of Peshawar. Eventually two additional warehouses were built and the central
vaccine storage facility was added to this complex before our warehousing space and vaccine
storage requirements were met.

The MSH Warehouse soon became a bee hive of activity with the graduation of the first
classes of BHWs deployed to staff health posts in Afghanistan. Also, more and more mid-
level health personnel (medical technicians and nurses) and doctors were recruited and
assigned to clinics and, later, small hospitals established in the field. Kit lists were compiled
by our two Medical Advisors (Laumonier and Ickx) and by the Training Department under
Dick Johnson. Orders were placed with AMEG, the procurement services agent for all of
the cross-border projects funded by the AID/Representative's Office. The AHC selected
site assignments of the new personnel and passed the list to the MSH Field Operations
Department for their review and documentation.

When the supplies were received by the Warehouse, kits for each level of facility were
prepared, packed and stored until the time for shipment to border depots for temporary
storage. Later, the supplies were picked up by the Afghans being resupplied and shipped
inside Afghanistan on caravans going to the worker's post of assignment. Initially,
procurement and warehouse oversight was the responsibility of Dr. Laurence Laumonier of
the Field Operations Department but it soon became evident that this was too much work
to ask of such an enormously busy individual.



Laurence retained responsibility for oversight supervision of the Warehouse and
management of the border depots. She passed the job of procurement over to Dr. Paul
Ickx, our Preventive Medicine Department Director. Paul performed the procurement role
until Vimal Diaz, our procurement and supply management specialist, was free to accept a
long term assignment in Peshawar in 1989. We had been particularly lucky in having
recruited at the start of the Project a recently retired Pakistani colonel who was a senior and
highly experienced manager of logistical services in the Pakistan Air Force. He provided
excellent hands-on management of the personnel and warehousing operations of the large
Warehouse Service.

The Financial Management Department was busy recruiting qualified personnel and setting
up their financial management procedures. Qualified personnel were hard to come by,
particularly among the Afghans. We clearly wanted to employ Afghans if possible, since it
was felt that we would move into Kabul as soon as the communists collapsed.
Unfortunately, most of the qualified Afghans had taken off to Europe or the United States
and there was a dearth of experienced financial management candidates. We had to settle
on some excellent Pakistani accountants who stayed with us until the end of the Project.

The Structure of the AHSSP and the Function of Its Components

The AHSSP is composed of the MSH managed technical assistance and program support
components funded by the U.S.A.I.D. grant and our Afghan counterparts. The grant is
administered by the U.S.A.I.D. Project Manager and the Contract Officer.

The MSH Project Office was made up of nine departments, namely, Training, Health
Services Implementation (Field Operations), Child Survival and Disease Control (Preventive
Medicine), Maternal and Child Health, Procurement and Supplies Management, Financial
Management, Health Services Planning and Development, Management Information
Systems, and Liaison and Program Support. All reported to the Team Leader, who was the
Director of the MSH component of the Project. The management of the MSH component
was collaborative in nature, with frequent free wheeling staff conferences in which all
participated. No department was compartmentalized but had close interrelationships
program and management-wise with a number of the other departments. I will try to briefly
describe the function of each department and its interrelationship with other offices and
with our Afghan counterparts.

Training

As discussed under "Getting Started", the need for well trained health manpower to staff the
health system to be developed by the Project in Afghanistan was critical. One of the first
activities undertaken by MSH after the AHC had been established was to emphasize the
need for 'raining of primary health care workers who would support the emergency casualty



requirements of the mujahideen and still provided essential basic health services to the
community. The AHC came forward rapidly with a proposed organizational structure which
included a Training Division.

The MSH Training Department, led by Dick Johnson, immediately made contact with the
embryonic staff of the AHC Training Division and began providing whatever technical
advice requested and essential commodity support required. Very soon a close collaborative
relationship was established and continued throughout the rfe of the Project. The BHW
curriculum was developed by the AHC training staff and the training of BHWs begun, as
related previously. The Training Center developed refresher programs, training of female
maternal health officers, and a number of innovations that will be described in detail in the
nex section.

Later, when the political parties had established Regional Health Administrations (RHA)
in their catchment areas, the same support was extended for the development of training
centers inside Afghanistan.

At the MSH staff level, close coordination and exchange of ideas always took plare between
Training and the othei departments. In the early days, Field Operations had to work hard
with its counterparts from the MOPH to select candidates from a wide distribution
geographically instead of mainly from the eastern provinces where most of the staff had
come from. On the whole, good candidates were chosen who were interviewed and tested
by the AHC Training Division, at this stage called the Training Center and later the
Institute of Public Health (IPH). MSH Training was always asked to participate in
reviewing the results of tests, the test vehicle, etc.

The other departments such as Financial Management, Planning and Health Services
Development, Procurement and Supply Management, MCH, Preventive Medicine and MIS
all worked and coordinated with Training in support and development of their various
counterpart organizations.

A far more detailed and complete discussion is given by Dick Johnson in Section II.

Health Services Planning and Development

In February, 1989 the Cooperative Agreement was amended and a health services planning
and development advisor was recruited. Dr. Jonathan Quick, an experienced planner, came
to Peshawar in early 1989 to fill the position for a two year period. The objective of his
assignment was to create a capacity for planning and development of a primary health care
system. A computer based model was developed, called "SUSPLAN", and was used by Dr.
Quick in a series of workshops with the MOPH and the RHAs on health planning for
Primary Health Care systems. The lectures and workshops were enthusiastically accepted.
There was no question but that the basic concepts of health planning of sustainable services
were understood by the decision makers attending the workshops. However, the participants



were cautious about utilizing SUSPLAN for planning in their own regions, indicating that
perhaps the system was seen as too advance for their computer skills at that time and the
data too sparse to adequately utilize the system.

Dr. Quick was succeeded in 1991 by Mr. John Eaton, who carried on a series of
management training workshops for the senior managers of both the MOPH and the RHAs.
They were asked to develop annual health plans which they did handily, demonstrating an
understanding of the precepts of health planning which was encouraging. Another
outgrowth of the teaching by the SUSPLAN model was the Five Year Health Plan written
by the senior staff of the MOPH in 1991 without outside help. The plan was presented to
WHO/Geneva and was acclaimed by senior WHO staff as a very good piece of work. Some
minor changes were suggested and the plan was accepted as the official health plan for
Afghanistan.

Primary Health Care was accepted by the leadership of the MOPH and the RHAs. Again,
it is felt that the SUSPLAN, as well as frequent discussions by MSH advisors, has resulted
in this acceptance. Dr. Sayed Mohammad Amin Fatimie, the current Minister of Public
Health is particularly enthusiastic about the concept, in part because of the exposure he has
had in Pakistan and Afghanistan and in part due to the concepts he received during
participant training at the summer of 1988 at Boston University School of Public Health.

The development of a primary care delivery system in the eastern Afghanistan by the
MOPH through establishment of Provincial Public Health Services was a failure. The major
reason for this is felt to be the failure of the MOPH to appoint local physicians as the
Provincial Public Health Officers instead of friends from Kabul or other centers. The RHAs
were successful in establishing such services since the leadership was local personnel.

Health Services Implementation (Field Operations)

Throughout the life of the Project, the Field Operations Department was an immensely busy
department. It was composed of two sections, the Field Operations Section and the
Monitoring Unit. Field Operations interfaced with the Health Services Department of the
AHC, the Ministry of Public Health (MOPH) and later with the Liaison Offices of the
RHAs.

The design of the Project was unique. Millions of dollars worth of commodities and
currency were dispatched inside Afghanistan without on site monitoring and technical
assistance by expatriate Project personnel. It was essential to develop mechanisms which
would provide the maximum amount of accountability possible. The Field Operations
Section maintained detailed records on health services field personnel and facilities
supported by the AHSSP and provided technical assistance and advice to supervisory and
liaison personnel of the MOPH and the RHAs posted in Peshawar.
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Exhaustive records and data were maintained on all aspects of the field assigned personnel.
Data on location, time of last resupply and date of salary payment, amount of salary, etc.
Pictures of the field personnel and their signatures were kept for comparison with receipts
of salary payments, monitoring reports, etc. A detailed presentation of the Field Operations
Department's activities is made in Section IV.

The other half of the department was the Monitoring Unit which provided comprehensive,
on site information and pictures of field facilities and personnel obtained by regular visits
through out Afghanistan by trusted Afghan MSH employees who inspected all aspects of the
health services covered by the Field Operations Department. Pictures and signatures of all
personnel inspected were brought back to Peshawar and filed on the individuals personnel
card. MCH and immunization services were covered by the Monitoring Section . The
Training Department monitored the field activities of their counterpart services separately
since the facilities were fewer in number and Training wanted technical assessments
performed.

Close coordination with other departments of MSH was essential and was open and
collaborative. Receipts for advances on salaries, freight and supplies were obtained, checked
for validity and forwarded with the individuals personnel card to Financial Management for
clearance. Refresher training was provided by the Training Center when the individual
returned to Peshawar and later by the Field Training Centers of the Institute of Public
Health. Close coordination and technical assistance was provided the Peshawar-based
supervisory personnel of the MOPH and RHAs. Field Operations files on Afghan personnel
were always available to the supervisors in the MOPH and the RHAs.

Maternal and Child Health

When the Maternal and Child Health (MCH) program was initiated in 1989, the
conventional wisdom of the local NGOs working cross-border was that no one would be able
to establish services for women in the conservative rural Afghanistan. There were just too
many cultural obstacles, i.e., purdah, a male operated health system, etc., etc. By February
1993, 63 MCH facilities had been established by the health services, all staffed with at least
one woman health worker and spread over the northern, eastern and central provinces of
Afghanistan. The demand continued to grow but unfortunately, U.S.A.I.D. had to phase
out its support to all of its programs in Afghanistan and the MCH program was just one of
many that were affected by the withdrawal.

The first MCH development other than the primarily male operated immunization and oral
rehydration programs was the introduction of training the BHW in the basics of good
maternal and child health practices with the objective of the BHW passing these basics on
to the traditional birth attendants, called dais. This was followed by the establishment of the
MCH Department in the MOPH in 1989 and the arrival of Mrs. Linda Tawfik, the MSH
MCH Advisor, which mobilized the movement toward the establishment of effective MCH
services inside Afghanistan.



MCH clinics were established in the field, utilizing at least one female nurse or female
doctor. Initially these were established in existing health clinics. Later, some free standing
MCH clinics and MCH posts were established. The MCH Post was an unsuccessful
endeavor because it was difficult for a single female to work by herself.

An important category of health worker, the training of fern health workers (FHW) was
established first in Takhar Provincial Hospital using four fe . - nurses to set up an MCH
department and start the training of dais in the basics of sterility and other good MCH
practices. The graduates of this training were called female health workers (FHW). Other
MCH clinics were set up by female doctors and female nurse midwives, an in-service
refresher trainingcourse was set up, using male trainers with training in MCH, to make the
rounds of MCH clinics to upgrade the knowledge of female staff.

The training of FHWs led to the establishment of an innovative program, the training of
volunteer female community health promoters, called Volunteer Health Sisters (VHS).
Again, it's unfortunate that the shut-down did not allow the expansion of the program but
an indepth survey demonstrated that there was retention of knowledge about good health
and sanitation practices among the family and friends of the volunteers.

The MSH MCH Department worked closely and effectively with the MCH program of the
Ministry and the RHAs. There was strong support for the program from other departments
in MSH also. The Maternal/Child Health Officer (MCHO) training program was developed
with the Training Department jointly, the MCH Department providing the technical inputs
and the Training Department the training expertise. The MCHO course was administered
by Training and the technical inputs again from the MCH Department. The same
relationship existed between Field Operations and MCH. MCH decided on the placement
of MCH clinics, etc., and Field Operations managed the deployment and resupply of the
facility.

Considering the pervasive opinion that such a program was not possible in rural Afghanistan
at this time in its history, the MCH program was a remarkably successful undertaking. Far
more detail and discussion has been given by Linda Tawfik in Section V of this report.

Child Survival and Disease Control (Preventive Medicine)

The Preventive Medicine Department provided the technical and commodity assistance
given through MSH to counterpart Afghan organizations in Child Survival and Disease
Control Programs. Initially an immunization program was drafted with tlie AHC according
to the guidelines developed in the UNICEF for the Expanded Program of Immunization
(EPI). The plan was accepted and a Preventive Medicine Department (PMD) was
established in the AHC to develop the immunization program as well as a tuberculosis
control and a malaria program. The PMD had a strong staff that stayed with the
department even when the AHC became the MOPH of the Afghan Interim Government
(AIG).



In 1988, the RHAs of the north, west and central Afghanistan requested the development
of immunization programs in their regions and this was agreed upon. The MSH EPI
program was developed in coordination with UNICEF, who initially supplied the required
vaccines. MSH ordered cold chain equipment and established nine Vaccine Storage
Facilities (VSF) managed by the RHAs inside Afghanistan and one central VSF at the MSH
Warehouse complex which resupplied the VSFs and AHC vaccination teams directly from
the centra! VSF.

An extensive training program was required by b( Ji the AHC (later the MOPH) and the
RHAs. The first class of vaccinators of the AHC were trained by AVICEN, a PVO
specializing in immunizations programs. After that, they were trained by MSH. The RHAs
had trainers trained by MSH, then trained all of their own vaccinators after this. Cold chain
technicians and VSF supervisors were trained at the central VSF in Peshawar by the
engineer in charge of the storage unit.

Cold chain equipment meeting UNICEF's specifications was ordered and vaccines granted
by UNICEF. Later, MSH bought the vaccine through UNICEF when they ran short of
funds.

Reporting was believed to be fairly accurate even though greatly delayed due to the
distances and isolation of the districts where EPI activities were carried out. It was difficult
to determine the impact on disease in children where the EPI was mobile and free standing.
Those attached to fixed facilities were felt to have a definite effect on child health,
particularly since the vaccinations were often mixed with other health interventions such as
ORT, etc., offered by the facility. Immunization of women with tetanus toxoid was difficult
to carry out for male vaccinators since adult women were in purdah. It was found that the
most effective approach was to immunize the female before puberty. If possible, it is ideal
to give a booster to the adult woman later but this would be obviously difficult.

MSH and its Afghan counterparts joined WHO-UNICEF and several NGOs in presenting
CDD (Control of Diarrheal Diseases) and ARI (Acute Respiratory Infection) training
programs. Oral rehydration salts were widely distributed in all supply kits and programs to
instruct health workers on oral rehydration were carried out.

A small scale pilot program on the diagnosis and treatment of tuberculosis was established
in five centers. TB is a serious disease in Afghanistan and the results of the pilot centers
were good but the nature of the cross-border program and restricted resources did not allow
a larger effort.

No malaria spray programs were possible but the system was \vtli supplied with anti-malarial
drugs.

The relationships between the Afghan counterparts was always close and collaborative. The
same can be said of the relationship that the PMD had with other departments of MSII.
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As with all other departments, Financial Management had to have a major, almost daily
contact with PMD for accountability and financial support of the program. Field Operations
provided monitoring services and PMD provided regular support and technical advice to
MCH. The Procurement Department was closely affiliated due to the procurement of cold
chain equipment, vaccines and other supplies. As with the other Department Heads, as the
Team Leader, I was Paul Ickx's supervisor.

Procurement and Supplies Management Department

As noted previously in "Getting Started", procurement was first handled in the early days
of the Project by Laurence Laumonier as another duty of the Field Operations Department
but it was soon realized that she was overloaded and the task was assumed very capably by
Paul Ickx. Paul covered this job for a year and a half, until Vim Dias, an experienced
procurement and supply management specialist, was able to come to Peshawar and take over
procurement and the supervision of the Warehouse Service. Group Captain (Col.) Bajwa
continued his excellent job as Warehouse Manager.

By the time of Vim's arrival in 1989, we had entered the rapid expansion phase of the
Project. The number and diversity of personnel and facilities in the field had increased
dramatically. The quantity of supplies that had to be procured had grown astronomically
and the variety of kits that had to be prepared had also greatly increased, leaping to at least
25 separate types and over 600 line items had to be stocked. For many reasons we found
the kit system the only practical way to supply the field, the reason for which are recounted
very succinctly in Vim' presentation in Section VII.

We were told by U.S.A.I.D. that we had to use AMEG as our procurement agent, a
circumstance that was unpleasant to MSH since we were considered an authority on drug
procurement and management. Our experience with the first procurement agent was
unsatisfactory but a short later, they were replaced with RONCO who performed its
procurement services to our satisfaction. We determined "what","when", and "how much"
and selected a list of satisfactory pioducers whom we had surveyed by an expatriate
industrial pharmacist who audited them at least every two years for Good Manufacturing
Practice (GMP) and Good Laboratory Practice (GLP). We had a total of 45 prequalified
suppliers to whom the bidding was restricted.

Vim describes in detail in Section VII the number of various computerized forecasting and
inventory control programs which were developed by the Procurement and Supplies
Management Department to handle the heavy load supplies processed through the
Warehouse. Over the life of the Project, over 1,700 metric tons of medical supplies were
shipped inside Afghanistan from our warehouses in carefully packed kits.

In 1991, U.S.A.I.D. requested MSH undertake a price comparison study on a sample of high
value drugs commonly procured by MSH and two other U.S.A.I.D. funded NGOs,
International Medical Corps (IMC) and Mercy Corp International (MCI). It was found that



the puce we paid was significantly lower, probably due to the size if purchases and because
we went directly to the supplier rather than buying on the local ma/ket. MSH was to make
a combined procurement of purchases timed on the quarterly cyc.'t we use. It worked to
everyone's mutual satisfaction and did not greatly increase the Procurement Department
work load.

One of the innovations proposed by Field Operations and accepted by Procurement was the
establishment of 10 sub-depots inside Afghanistan located in the regions of the four RHAs.
Kits were prepositioned in these depots and issued to all qualified BHWs and facilities, even
when they did not belong to the particular RHA health committee administering the
warehouse. This took a considerable load off the warehouse because they could issue in
larger lots and save on transportation, etc.

There is a dearth of well trained managers in Afghanistan at the present time and Vim has
found the training of warehouse men for the depots a difficult task. Nevertheless, the
depots were staffed and the performance of the depot staffs was apparently satisfactory. He
does not believe that a bulk storage and issue would work at present and the kit issue is the
only answer.

There has been a satisfactory relationship between the Procurement and Supplies
Management Department and its counterparts in the MOPH and the RHAs. Most of the
staff of the Warehouse has been Afghan but many of the senior positions have had to be
filled with trained Pakistanis. The relationships that the Procurement Department had with
the other departments of MSH was good. Procurement has had a particularly close working
relationship with the Field Operations Department. Field Operations set the schedule for
issue of supplies and gave forecasts for future requirements. The two departments had to
work very closely together. Procurement has had the same relationship with Training and
to a much lesser extent with PMD who manages most of its own logistics. Vim is a
particularly pleasant person to work with, so this has done much to make the wheels move
smoothly.

Health Management Information Systems

This department evolved from the initial efforts of Anibal Mejia, our first Management
Advisor, who became involved with the difficult task of adapting the MSH office to the
rapidly expanding use of computers to manage a mass of data being generated by the
Project. He formed the Data Processing Unit (DPU) which supplied and serviced the
equipment, software and training required He was followed by Dr. Jonathan Quick in 1989
who came on board as our Health Services Planning and Development Advisor but also had
responsibility foi directing the DPU and for developing Health Management Information
Systems (MIS). Finally, in 1991 Paul Ickx took over MIS (and Operations Research) in
addition to his responsibility for directing the Preventive Medicine Department. Each

'visor was liberally supported by TDY consultants from the MSH/Boston MIS office and
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in the case of Operations Research, he was supported by the part-time services of Dr.
Youssef Tawfik for several years.

I will not attempt to abstract his activities in broadening the role of the MIS Department.
His activities in MIS are succinctly presented in Section VIII. Particularly interesting are a
number of studies and surveys in which his MIS Department was responsible, namely the
Provincial Health Resources Survey, the Greenbook Analysis, and the completion and
analysis of the Household Surveys. In addition, he was responsible for program support
provided by the DPU for the extensive number of computers and data management
programs used by the MSH office.

The MIS Department had close relationships with the other departments of the MSH
program, particularly in providing program support for computers and data management
activities of the other departments. His department also offered limited but significant
support to our Afghan counterparts in computer training and equipment maintenance. The
DPU gave twelve, two week training courses, both for MSH and counterpart employees on
software programs and computer maintenance.

Financial Management

Section IX presents a short and comprehensive review of the activities of the Financial
Management Department. I will not attempt to abstract Mary Gasper's comments about
the complicated nature of Financial Management's activities, she does this very adequately
in her presentation but I will make a few comments as background.

One of the most important activities that had to be set up immediately on the start of the
program was a comprehensive financial management system. This Project was designed to
infuse significant resources across the border to Afghanistan, but the MSH expatriates could
not make on site inspections. Nevertheless, the Financial Management Department working
with other MSH departments, did all it could to have accountability.

From the start, the Financial Management Department had a very difficult job since they
have had to deal primarily in cash; Pakistani rupees converted from dollars and Afghanis
converted from rupees. Both the rupee and the Afghani are reasonably volatile currencies
and the implication of keeping track of the frequently changing exchange rates was
complicated and arduous. The big headache, however, maintaining accountability of
advances by obtaining valid receipts from health personnel spread all over Afghanistan. This
was done remarkably well considering the amount of cash tied up in salaries, etc. received
by people who often didn't have the slightest understanding for the need to maintain
accountability.

Financial Management relied on the operational departments to get receipts, time sheets,
etc. This often was frustrating for both parties but tempers rarely rose and everyone worked
on the common cause -accountability. The Financial Management Department worked most
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closely with Field Operations, PMD, Training and with the Liaison and Project Support
Office but eventually, everyone had to deal with Financial Management sooner or later.

Financial Management had frequent contact with the Liaison Officers of the RHAs and with
the Finance Department of the MOPH. Frequent attempts to train MOPH in better
financial management were made but these offers were all politely turned down. The
Financial Management Department regularly sent some of its personnel to the Ministry
(later called the Peshawar Liaison Office) to stand by during salary distributions on pay-days.
Otherwise, close contact was limited.
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II. TRAINING

Richard E. Johnson, Advisor

1. INTRODUCTION

The overall goal for this section of the Final Report is to describe the evolution and
accomplishments of the MSH Afghan Health Sector Support Project (AHSSP) training program
from its inception in November 1986 to 28 February 1994. As implementation of the AHSSP
training program involved developing technical assistance activities through MSH Training
Department and program activities through Afghan counterparts, description of activities will
be divided into program and technical assistance components.

Over the past seven plus years, it has been a great pleasure for me to work with both Afghan
and Pakistani counterparts on implementing the AHSSP training program. The accomplishments
of this program, without doubt, are in a large part due to the dedicated work of so many Afghan
and Pakistani colleagues, who through hard work, understanding of the local situation, and
personal efforts, able to remove many constraints impeding implementation of the training
program. It should be mentioned that implementation was complicated due to the jihad and
further constrained by the very complex and difficult Afghan political environment. It is
praiseworthy to note, that in spite of hazardous and or dangerous security situations in
Afghanistan, our Afghan colleagues, both staff and program, were willing to carry out field trips
in Afghanistan to further the objectives of the training program.

Many counterparts have made significant contributions toward achieving training program goals
and objectives, but due to limitations of this report, Dr. Sayed Mohammad Amin Fatimie,
Minister of Public Health, Islamic State of Afghanistan and Director General, Institute of Public
Health and Dr. Mubarak Shah, Deputy Training Advisor of MSH, are selected for special
mention. Both Dr. Fatimie and Dr. Mubarak Shah were involved with the training program
right from the early days to present and through their tireless and dynamic leadership, they can
certainly be identified as the symbolic representatives of all program and technical assistance
training staff. It should be mentioned however, that it was team work, not any single individual,
that enabled us to achieve AHSSP training objectives.

There is a very regretful or discouraging aspect to report from a development point of view.
After so much was expended, both in human and material resources, a very competent technical
and managerial training organization was created, i.e. the Institute of Public Health (IPH). It
took several years to develop such an organization, with a cadre of highly trained staff working
together with a common purpose and objective. Now, due to, probably a temporary unstable
political situation in Afghanistan and lack of immediate funds, this organization, the Institute
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of Public Health, most likely will disintegrate. Based on experience, it can safely be said that
it could take years of effort to again reach the present technical and managerial level for training
health manpower in Afghanistan.

2. OBJECTIVES

The purpose or goal of the AHSSP, as stated in the Cooperative Agreement (1986), was "to
provide technical, financial and humanitarian assistance to expand and strengthen health services
inside Afghanistan as rapidly as possible and strengthen the capability of the health committee
of the Seven Party Alliance to plan, operate, and monitor expanded health services in
Afghanistan". The stated objective related to training was "improving the capability of the
Alliance Health Committee (AHC) in planning and managing expanded health activities and in
the training of first-aiders, nurses and doctors".

The Cooperative Agreement was amended in February 1989. The revised Project purposes
were: 1. Improve first aid and emergency services including medical, and surgical care for war
casualties, phasing down as the need subsides. 2. Expand general health care services for
civilians including women and children as well as mujahideen (Afghan "freedom fighters"). 3.
Enhance the capability of the Alliance Health Committee, other organized Afghan entities
(private or public) and/or organized areas to plan, organize and manage expanded health care
activities. Training Department strategy for this revised strategy was to increase efforts on
institution building, setting up training programs in Afghanistan and develop training programs
that would directly benefit mothers and children.

BACKGROUND: The AHSSP was specifically set-up in 1986 to provide humanitarian support
for mujahideen controlled areas, i.e. most of rural Afghanistan. After the December 1979
Russian invasion, the rural health care delivery system for all practical purposes had collapsed.
(According to Managing Health Systems in Developing Areas, Experiences from Afghanistan,
Edited by Ronald W. O'Connor, Management Sciences for Health, 1980, "By the time
meaningful rural work was suspended, the Basic Health Services Department had grown
considerably. The number of BHCs increased by 45 percent, from 95 to 138 by 1979,") Due
to warfare waged by the communist government in Kabul against the mujahideen throughout
rural Afghanistan, all government support for health facilities and services in those areas
stopped. Health professionals and paramedical staff working in mujahideen controlled areas
found themselves without support-(salaries and medical supplies), and as a result of this lack of
support became refugees in Pakistan where employment opportunities were available or migrated
to other countries. Also, training of health professionals was centralized in Kabul and other
major cities and most students from such programs escaped from the communist dominated
system at the time of or just before graduation.

In response to the severe shortage and need for'health care prbviders/services in rural
Afghanistan, a variety of private voluntary organizations set-up training programs in Pakistan
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and Iran. However, based on estimates, the production of trained manpower by the PVOs was
not sufficient to meet the needs. Each PVO or training organization defined training according
to their own requirements, resulting in a confusing array of health workers with wide variations
in skills and knowledge, all, however, commonly referred to as nurses.

In view of the physical geography and demographic characteristics of Afghanistan i.e. a
population scattered among hundreds of small villages often separated by mountains, rivers or
other natural barriers, plus the fact that most villagers had limited or no access to trained health
care providers, a training strategy needed to be developed which could rapidly meet some of the
health care needs of the mujahideen and civilian population. A training strategy, based on
primary health care principles, was developed for training a high volume of community or
primary health care workers designated as Basic Health Workers (BHWs) who, during a short
training course, could acquire a defined level of skills and knowledge needed for safely
providing basic preventive, promotive and simple curative services including first aid within their
own community. The strategy was further defined to focus on developing training skills and
knowledge within Afghan organizations so that when peace was restored, a core of experienced
trainers and training administrators would be available to assist with the reconstruction of the
health care system.

3. ACCOMPLISHMENT AND OUTPUTS

INTRODUCTION: The organization identified for implementing the AHSSP, with potential
tor establishing and coordinating health manpower development, training programs for
Afghanistan, was the Alliance Health Committee (AHC). In early 1987, intensive efforts were
initiated with the AHC leadership to begin setting up an AHC training capability. Although it
was a seven party political alliance only four tanzeems (political party) participated actively in
the newly established AHC, i.e. Afghan National Liberation Front (ANLF), Harakat Inqilab-e
Islami Afghanistan (HIIA), Jamiat-e Islami Afghanistan (JIA) and National Islamic Front of
Afghanistan (NIFA). The AHC leadership agreed with the proposed training strategy, including
rapidly training a high volume of Basic Health Workers for service in their own villages in
Afghanistan. The first step in this process was to form an AHC sub-committee on training to
define training objectives, develop training materials, recruit and train trainers, and establish
training facilities. From these early efforts the,training program gradually expanded from a sub-
committee on training to a fully operational Institute of Public Health, including establishing five
Regional Health Administration (RHA) training centers. (Regional Health Administrations refers
to local and non-formal Afghan organizations responsible for administration and other traditional
governmental activities within a defined geographic area.) A summary description for each
major component is presented separately, although training activities were integrated and
occurring simultaneously.
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A. BASIC HEALTH WORKER (BHW) TRAINING

As mentioned above, BHW training was the first major Training Department activity. This
involved working with and explaining to professional staff (doctors) of the AHC sub-committee
on training the concept of primary health care, including the rationale for community based
health workers. This was followed by developing a competency based curriculum focused on
skills and knowledge appropriate for a community health worker. This was a very difficult task
as the sub-committee members were anxious to include more and more complex tasks,
simplified, but like they had learned in medical school. After many meetings, long discussions
and compromises, an appropriate curriculum for BHWs was accepted and agreed to by the AHC.

The leadership totally disagreed with running a combined training program, rather AHC
leadership insisted that such training must be conducted separately for their own tanzeem
members within their own Peshawar based mujahideen camp. Trainers/trainees from one tanzeem
would not be allowed to enter training facilities in another tanzeem. This was the level of trust
that existed in early 1987! (Actually or so it seemed, it was through the AHC that professionals
from one tanzeem began talking with professionals from another tanzeem.) While training
materials were underdevelopment, hectic preparations were underway to set-up training camps
within the mujahideen camps. This involved procurement of training supplies/materials and
everything needed for a residential camp. To assist with the local procurement a recently retired
Pakistani Air Force Officer (Logistical Division) was recruited. With his assistance and
knowledge of procurement, the task of acquiring the goods within a short period of time was
accomplished. Simultaneously, a training of trainers workshop course was developed and
carried out, while each tanzeem was actively recruiting trainees.

The following presents the BHW trainee selection criteria as developed by the AHC. Trainees
were to be literate, have a minimum equivalent of sixth class education, as well as:

i. be willing to participate in tot jihad in Afghanistan after completion of the BHW training;
ii. be a Muslim who had participated in \hcjihad;
iii. have immediate family members residing in Afghanistan;
iv. be at least 16 years old, preferably 20 to 30;
v. be a resident of the locality of the assigned work location;
vi. not be employed in Pakistan and;
vii. agree to live in the training camp during training.

Four BHW training camps were set up and classes, with 25 trainees in each camp, started in
April 87. As U.S. A.I.D. mandated a policy of aggressive implementation, the second training
session class size was increased from 25 to 60 trainees per camp, along with a corresponding
increase in training staff.

In August 1988, Ittehad-e Islami Afghanistan decided to take an active part in the AHC and
started a BHW training camp within the jurisdiction of their own mujahideen camp. This
brought the total number of participating tanzeems to five. The remaining two tanzeems, Hezb-e
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Islami (Hekmatyar) and Hezb-e Islam! (Khalis) did not become active either in the AHC or the
Peshawar-baaed Afghan Interim Government (AIG), Ministry of Public Health (MOPH). They,
however, sent a few of their tanzeem members for BHW training to other tanzeem BHW training
camps.

Following the completion of each training session, theoretical and practical examinations were
administered by external examiners including staff from MSH Training Department. BHWs only
after successfully competing both parts of the final examination were certified and eligible for
referral to MSH Field Operations for receiving material and financial support.

Trainers from each BHW training camp after each training session participated in a review and,
as appropriate, a revision of the curriculum. Although both Dan and Pushto are official
languages of Afghanistan, it was found that classes had to be conducted in Dan for Dari
speakers and Pushto for Pushto speakers.

During the early phase of BHW training, MCH topics were taught but, as training was
conducted in mujahideen camps, practical MCH training experience had to given elsewhere. For
this practical MCH training, BHW trainees were bussed from the training camps to various AHC
hospitals (MCH out-patient) in Peshawar beginning in August 1988. During a U.S.A.I.D.
project review of the AHSSP in January/February 1990, Merrill M. Shutt, MD, MPH, Team
Leader. In the Executive Summary (page xi) B. MOPH Training Programs. "By anyone's
assessment, MCH care is the major health need in Afghanistan. The MOPH and MSH have
begun slowly and carefully to train health workers to meet this need. With the inclusion of
MCH training, the training programs which MSH assists seem to meet WHO standards with
regard to curriculum and training."

The IPH published the following BHW training materials:

* BHW Training Manuals (Theoretical) Dari & Pushto;
* BHW Training Manuals (Practical) Dari & Pushto;
* BHW Training Manual (Theoretical & Practical) English;
* BHW Training Manual Drug Dosage Calculations, Dari.

BASIC HEALTH WORKER TRAINING IN AFGHANISTAN: As security conditions
improved in Afghanistan, efforts were made to organize training facilities to cover the main
geographic areas in Afghanistan. The strategy of MSH/IPH was to encourage decentralized
training programs under, wherever possible, local administrations. A decentralized training has
many advantages e.g. greater involvement of local leadership and village elders in recruitment
and non-technical supervision of the graduates, enhanced opportunities for trainers to observe
and assess the product (graduate) of their training program in their working environment, and
tailor training to focus on health problems in the area.

IPH TRAINING CENTER FOR NORTH AND SOUTHEASTERN PROVINCES: It was
concluded that IPH should cover the eastern provinces with a training center in Wardak for the
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northeastern provinces and another site for the southeastern provinces. Wardak was selected for
northeastern provinces because of the relatively stable security situation and easy access from
the surrounding provinces. A reconnaissance was carried out in September 1990. After
agreements with community for local support was secured, a training center was set-up and the
first class of BHWr was started in November 1990. Following the establishment of an IPH
satellite training center in Jalalabad in October 1992, the Wardak Training Center was
discontinued and materials shifted to the IPH office in Kabul.

Establishing a training center for the southeastern provinces, however, was not an easy matter.
The events and activities associated with trying to set-up this center are illustrative of the
difficulties and problems encountered working in an unstable .political environment.

Initially there was enthusiasm for setting-up the center in Spin Boldak, Kandahar Province.
Reconnaissance found, however, that an insufficient number of families were living in the area
for the kind of community training needed. The city of Spin Boldak, located just across the
Pakistan border, according to reports, was more of a.mujahideen headquarters/camp than
anything else. It was concluded that Spin Boldak would not be appropriate for meeting the
training requirements. ';

Next, reconnaissance teams were sent to investigate potential sites in Zabul Province. A good
location was found, several meeting were held with the local leadership, agreements for
protection/support were signed and a building for the training facility obtained. Trainers were
prepared and all equipment, materials and supplies needed to run and accommodate
trainers/trainees was dispatched by truck from Peshawar to Quetta, Baluchistan province for
crossing into Zabul Province, Afghanistan. The truck and staff were literally on the way
between Quetta and the Afghan border when MSH was informed by U.S.A.I.D. that, due to
kidnapping of some international aid workers in Zabul, U.S.A.I.D. was imposing a ban on
support to Zabul Province. Messages were immediately sent and luckily the truck and staff
could be informed before crossing into Afghanistan. Meanwhile a commander in Ghazni
Province took two American hostages employed by a PVO which resulted in U.S.A.I.D.
declaring a ban on all cross-border assistance in July 1991.

Six months later, when the ban on cross-border assistance was lifted a new reconnaissance team
was sent to Tirin Kot, Oruzgan Province which had recently been liberated and needed support.
It was from, a geographic point of view, an excellent location, but the members of the
reconnaissance team were kidnapped at gun point and their vehicle stolen. The team was
deprived of all valuables and left during the night along an isolated road in the desert. The
kidnappers however told them they would find a road side hotel a few kilometers further and
that they were lucky not to be killed, but if they came back to Tirin Kot they would be killed.
Obviously that location was crossed off the list of possible locations for a training center.
Investigations were carried out in Kandahar, actually several trips, and agreements were reached
with the Kandahar leadership and governor for space in the damaged Mirwais Hospital for the
IPH training center. Supplies, equipment and staff were sent and several rooms in a section of
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the Mirwais Hospital were rehabilitated for the IPH training center. An inauguration was held
with the Governor of Kandahar as Chief Guest, but before activities could be well established,
fighting broke out in Kandahar and all activities had to be suspended for an indefinite period.

REGIONAL (OR AREA) TRAINING CENTERS: With the expansion of the AHSSP, MSH
Field Operations had established dialogue with commanders/organizations responsible for local
government in defined geographic locations. The principal organizations with whom training
became involved were: Supervisory Council of North Area (SCNA or Shura-e Nazar), Health
Committee of South and Southwest Area (Ismail Khan, Herat), Health Committee of Central
Afghanistan, (Harakat-e Islam! Afghanistan, HIA, Mohsini) and Health Committee for Paktya
and Pakteka (HCPP of Commander Jalaluddin Haqani). Discussion with RHA representatives
in Peshawar were initiated to determine whether the organization would be interested in setting
up a training center, mainly for BHW training and technically linked (curriculum, teaching
methodology, training of trainers) with the Institute of Public Health, within their area of
control.

The first organization to develop a Plan of Action for implementation of a training center was
the Shura-e Nazar in Takhar province. Trainers were recruited and a special training of trainers
program was organized by MSH and IPH. The first BHW training class was launched in Takhar
on 15 July 1988. Similar actions were followed for establishing such a training center for
HCPP. The first class started in Miram Shah in 8 November 1988. The Miram Shah Training

.Center was moved to Khost, Paktya Province in December 1992, where training activities such
as BHW Continuing Education Program (BHWCEP), management training, and Primary Health
Care (PHC) seminars took place.

The Health Committee of SSWA expressed interest in such training. There was definitely an
acute need since the far western provinces were at the end of the line for Peshawar supported
programs. A Plan of Action was developed following a similar pattern as for the SCNA and
HCPP training centers. Trainers were recruited and trained by IPH/MSH. The training center
was set-up and training of BHWs started on 21 March 1990. Due to complex administrative
problems, only one training program was completed. The problem was that the SSWA Health
Representative in Peshawar, it seems, did not have the authority to implement financial and
administrative procedures needed by MSH for justification of funds provided by MSH for
operation of the training program under the control of SSWA in Herat. Agreements for
accountability were reached between MSH and SSWA in Peshawar but subsequently not
implemented. In this regard, many meetings were held to try to solve the administrative and
management problems but to no avail. The Health Committee of SSWE, for whatever reasons,
did not implement basic accountability procedures for either technical or financial matters.

The health committee (HIA, Mohsini Group) representing central Afghanistan or the Shia
population requested support for setting-up a training center in Behsud. Wardak Province. This
was agreed to and like the other RHA training programs, they were linked technically to the
IPH. The first BHW training session began on 20 November 1990. The responsible officials
for this program were not active or could not manage the training program. Accountability was
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unsatisfactory and for reasons unclear to the MSH Training Department; the Health committee
officials in Peshawar were unable to reach a mutually satisfactory resolution of the problems.
As a result only two BHW training session could be certified by MSH Training Department.

TABLE H - I

BHW OUTPUT PER TRAINING CENTER

CENTER

Jamiat
(Dara)

Harakat
(Chcrat)

ANLF
(Shagai 1)

NIFA
(Shagai2)

Ittchad
(Pabi)

Takhar

Miram Shah

Herat
(Zendajan)

Wardak
(Central)

Behsud
(Shia)

Balkh

Jalalabad

ORGANIZAT
ION

AHC/IPH

AHC/IPH

AHC/IPH

AHC/IPH

AHC/IPH

SCNA

HCPP

SSWE

IPH '

HIM

SCNA

IPH

DATE
ESTABLISH
ED

14 April 87

18 April 87

1 May 87

1 May 87

13 August 88

,15 July 88

8 November
88

21 March 90

10 November
90

20 November
90

22 December
90

31 January
93

NO.
TRAINING
SESSIONS

9

8

10

9

4

6 '

6

1

2

3

4

1

TOTA
L
TRAIN
ED

435

402

390

399

197

176

102

15

12

49*

65

1

TWlll tiff •littlurttt fHrnlnHd rt NHlon 3 not
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B. THE INSTITUTE OF PUBLIC HEALTH

OVERVIEW: Pan of the strategy evolved for developing the capacity of the AHC to plan
and manage their own training programs was to create a technical and managerial support unit,
an AHC Training Center, for MSH sponsored training programs.

With the backing of the AHC leadership a Training Center was established in August 1987. The
tasks and duties envisaged for the Training Center were to develop curricula and implement
training programs, train trainers, conduct seminars, workshops and refresher training, certify
competency of health workers, develop and publish training and other health education materials,
provide audiovisual support, maintain a reference library and coordinate training activities with
the AHC and outside organizations.

Gradually the AHC Training Center was set-up with each participating tanzeem allocated equal
number of staff positions, as demanded by the tanzeems. For example, there were four tanzeems
participating and whenever new staff were required, four positions had to be created. This had
advantages as well as disadvantages. Recruitment was by the tanzeem and in certain cases the
candidate was not qualified for the position. Whenever an unqualified candidate was
recommended, MSH declined to provide salary support for that candidate. This political
patronage system caused some problems, even when the staff member was qualified for the
position. In the long run however, the fact that the organization had a balanced and strong
political base was a definite asset.

With the creation of the Afghan Interim Government's Ministry of Public Health in 1989, the
Training Center was redesignated as the Institute of Public Health (IPH). Prior to the formation
of the AIG , BHW training camps were mostly under the technical and managerial supervision
of the tanzeem where the camp was located. But, with the authority of the AIG, the IPH was
able to obtain full responsibility for technical and administrative control of all AHC established
training camps.

Under the leadership of a highly qualified and dynamic Director General, the IPH/Training
Center made rapid progress with organizing and staffing the various components of the
organization. IPH, based on the principles and concepts of primary health care, took the
leadership in developing a number of training programs, described elsewhere in this Report.

One of the important goals of the IPH was to promote decentralized training through other
Afghan organizations. For this (decentralized approach) IPH provided technical and
administrative support to the RHA for training programs, as described above. It is worth
mentioning the IPH was instrumental in preparation of the Masterplan for Rehabilitation and
Reconstruction of the Health System in Afghanistan in 1991.

Following the departure of the Russians in February 1989, there was great optimism that soon
the entire AHSSP would be moving to Kabul. Prior to that event however, the Training
Department worked on setting up decentralized training centers in Afghanistan, as previously

20



stated.. As the requirement,for training a high volume of BHWs was reduced, (the AHSS
Project Review from 15 January to 9 February 1990 recommended, a ceiling of 1700 BHWs,
a projection of one BHW to six to seven thousand post-war population, be applied. This
recommendation was adopted by U.S.A.I.D.), activities were consolidated into one facility in
Peshawar in late 1990 and the remaining BHW training camps, surrounding Peshawar were
closed. The last initial BHW training class in Peshawar was completed in April 1991.

On 1 October 1991, U.S.A.I.D. imposed a ceiling of 1,326 BHWs, i.e. the number of BHWs
in active service, according to MSH Field Operations records, on 30 September 1991.

As a first step for reestablishing in Afghanistan, the IPH created a satellite training center in
Jalalabad. The Shura (assembly) of Nangahar allocated space for this satellite training center
in the Jalalabad Nursing School building. Most IPH staff were transferred to Jalalabad
beginning October 1992 and completed the move by December 1992. A few staff remained in
Peshawar to liaison with MSH and safeguard materials. The remaining staff positions and all
materials were shifted to Afghanistan by June 1993.

After the IPH set up a satellite training center in Jalalabad, plans were made for establishing IPH
in Kabul. The MOPH allocated certain rooms within the Intermediate Medical Institute in Kabul
for IPH activities. Training equipment such as photocopier, VCR, overhead projectors,
microscopes were air lifted by the First.Deputy Minister of.Health, Dr. Fatimie, to Kabul and
secured in the offices allocated for the IPH in late 1992.

COURSE DESIGN AND CURRICULUM DEVELOPMENT: A section within the
AHC/IPH was created to work on designing training programs, including curricula for programs
to be implemented by the IPH. The training programs, developed by IPH, are as follows: Basic
Health Worker Initial and Refresher; Buddy Care (First Aid); Rural Health Officer (RHO);
Maternal and Child Health Officer (MCHO); Field Microscopist, Doctor Refresher;,Nurse/mid-
level (medical technician) Refresher.

BASIC HEALTH WORKER (BHW) TRAINING: Initial BHW training was described
previously, therefore, only BHW Continuing Education Program {BHWCEP) will be described
in this section.

All BHWs eligible for resupply kits and salary whether supervised by MOPH or Regional
Administration are, as a condition for resupply, required to attend a BHWCEP training program.

The training objectives were to:

i. review core skills defined for BHW and ensure BHW could through demonstration and role
play correctly use skills and knowledge;

ii. strengthen community development skills e.g. influence of social/cultural and environmental
factors on health status, working with village elders and community Leaders;
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iii. strengthen home visiting skills, particularly on recognition and attention to child survival
interventions;

iv. discuss and review procedures on implementation of preventive and promotive health services
in the community;

v. introduce dai training (harmful microbes & hand washing, oral rehydration therapy).

Initially BHWCEP training was conducted in Peshawar training facilities, however, as training
centers were set-up in Takhar and Balkh (SCNA) and Khost (HCPP), their trainers were trained
by IPH for this activity. With the closing of Peshawar facilities and improved security in rural
Afghanistan, the BHW CEP training strategy was changed. Rather than classroom, trainers
were assigned to carry out this program at the district level for the BHWs active in that area.
Trainers first conducted a field assessment of each BHW which was followed by training for the
group in one of the villages where a BHW was working. By dealing with real life problems and
situations, trainers were able to focus on the actual training needs of BHWs rather, than through
simulation.

As BHWs, following the completion of the AHSSP, would no longer receive salary support,
a strategy for privatization or indigenization, which means building.on traditional or natural ways
in which community support people who provide a service, needed to be developed and
implemented. A seminar sponsored by IPH for this purpose was held in April 1993. Invitations
were sent to Area Representatives, MOPH health officials and senior IPH trainers. A Task
Force was created to expand on the ideas and strategy proposed at the seminar. Field
investigations were carried out and based on experiences, the topic of indigenization was
included into BHW refresher training.

For the last resupply, a large group of BHWs were requested by Field Operations to present in
Peshawar. Training Department was informed that up to 462 were expected. Since it was
impossible to manage such a large group in Peshawar (all training facilities closed), IPH
organized the training in Jalalabad. This training was conducted in two sessions for 141 BHWs
who had reported on schedule in Peshawar, followed by a second group of 71 for a total of 212
BHWs.

ASSESSMENTS: One of the important steps in training is follow-up and assessment of trainee
to determine whether the training, prepared trainee to perform the tasks and duties as specified
and, among other aspects, was the training appropriate for the job. This is a normal activity in
any training program, however, in the AHSSP, special attention had to be devoted to this
activity. First, expatriate staff were not allowed to cross into Afghanistan because of security
and other political factors. Afghan trainers, new to the job, were not experienced in assessing
health workers in the field and needed on the job training. It was equally hazardous, in the early
Project days, for Afghan trainers to travel to districts/provinces other than their home
district/province.

For this assessment, a comprehensive proforma was developed and field tested in six different
provinces in November 1989. Following the development of the proforma, including data
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tabulation, trainers, on a rotation basis, were assigned to carry out field assessments on a regular
basis in accessible provinces. Accessibility varied depending on security and weather conditions
e.g.. roads block due to snow (see Appendix II-2, Management Sciences for Health, Training
Department Facts and Statistics for copy of Assessment Proforma)

Based on observations, tabulation of data, BHW curriculum was revised or modified. A major
benefit was having the trainers learn first hand about problems BHWs were expected to manage.
These trainers could then modify their teaching plans to include real problem:.

»

BUDDY CARE TRAINING: As specified in U.S.A.I.D. documents Buddy Care or first aid
training was one of the activities to be implemented by MSH. As soon as a training structure
was in place planning for Buddy Care was initiated i.e. late 1987. Agreements were reached
with the AHC in early 1988 to implement this training in the mujahideen training camps (these
camps were used by mujahideen for their activities and not related with refugee camps). As the
war inside Afghanistan was creating many casualties, it was a priority to train as many
mujahideen as possible in basic, lifesaving first aid measures. A. two-day training program,
patterned on the International Committee of the Red Cross (ICRC) model, was developed by the
Training Center. Ten paramedical staff were recruited and trained as first aid trainers and
assigned to conduct full-time training for the mujahideen who were rotating thorough the military
camps around Peshawar. The training, primarily in trauma stabilization, was designed to enable
a mujahed to provide lifesaving measures for his "buddy" in the field. At the end of the
training, each mujahed was given a sterile compress to carry in his kit. By the time this
program was discontinued in July 1991, over 36,000 mujahideen had been trained in Buddy
Care. The training was discontinued because, military activities were subsiding in Afghanistan,
2078 BHWs, well qualified in first aid measures, had been trained and fielded through out
Afghanistan, donor organizations had opened many health facilities in rural areas where war
casualties could be treated, very few mujahideen were coming to the camps .around Peshawar
and finally the MOPH/IPH decided that this program was no longer a priority and should be
discontinued for the reasons mentioned above. In the January/February 1990 U.S.A.I.D,
Review of the AHSSP it was stated "that any accurate evaluation of their (Buddy Care) worth
appears impossible.".

RURAL HEALTH OFFICER (RHO) COURSE: By late 1989 considerable progress had been
made toward providing some health services through BHWs in rural Afghanistan. With over
1000 BHWs trained and fielded in all 29 provinces, attention was focused on developing a
system for technical supervision of these BHWs. A review of the literature, regarding
community health programs worldwide, categorically stated the need for regular organized
supervision of Meld staff, e.g. Strengthening the performance of community health workers in
primary health care, "Report of a WHO Study Group, Technical Report Series 780", WHO
1989; "The Community Health Worker, Guidelines for training", WHO 1987; "Community
Involvement in Health Development: Challenging Health Services, Report of a WHO Study
Group", "Technical Report Series 809", WHO, 1991; Ronald W. O'Connor, Managing Health
Systems in Developing Areas, Experiences from Afghanistan, 1980; Doris M. Storms, Training
and Use of Auxiliary Health Workers: Lessons From Developing Countries, American Public
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Health Association International Health Programs Monograph Series No. 3, Funded by The
Agency for International- Development, 1979.

Following extensive discussions with -Afghan counterparts, it was concluded that a new cadre
of worker needed to be deployed to provide, not only technical supervision of the BHWs, but
to strengthen community involvement with implementation, PHC activities aul non-technical
supervision of the BHW. The MOPH decided to designate this new cadre as rural health
officers. Trainees would be selected from.among the ranks of BHWs who had: a 10th class
educational level, been active in assigned location, a good working relationship with community
and verifiableability (skills/knowledge) to carry out the tasks and duties of a BHW. RHOs were
to be selected from those provinces where Provincial Public Health Officers (PPHO) were to
be assigned, as these RHOt should work under the supervision of the PPHO. After completion
of training the graduates will be assigned back to their home province/district.

Following U.S.A.I.D.'s approval, trainees were selected according to the criteria stated above.
Course and training materials, focused on supervised field practice, were developed and the first
class (20 trainees) started in July 1991 and was completed in June 1992. Due to development
work this first class ran for 11 months but, through refinements and field testing, the course was
redesigned to be completed in six months. Supervised field practice (four weeks) was held at
the Wardak Training Center, Wardak Province, Afghanistan. After testing, practical and
theoretical, the trainees were certified as Rural Health Officers and assigned, as previously
agreed, to their respective districts. The IPH in March 1993 held a CEP for the RHOs in
Jalalabad. During this CEP, the'RHOs prepared reports on their activities. After completion
of CEP, experienced IPH trainers carried out assessments and field supervision of the RHOs.
This is a regular and continuing IPH program activity. The last CEP was held in February
1994.

MATERNAL AND CHILD HEALTH OFFICER (MCHO) COURSE: Concomitantly with
the development of the RHO training program an MCHO course was planned as health care
services for women and children were, for all practical purposes, non-existent. Due to social
and cultural factors effecting women in Afghanistan, establishing such a training program
necessitated a very cautious and careful approach. Leadership was anxious to avoid any possible
misunderstanding or incorrect impression regarding the recruitment and training of females, as
adverse rumor could have a long term negative effect and even stop future training of female
health workers.

A section within the IPH was set-up for MCHO training. Female trainers (doctors and trained
nurse midwives) were recruited. A building exclusively for females was hired and equipped.
Both MCHO and MCH Department female staff were accommodated in this building.

The course was planned for two phases (three and nine months respectively). The first phase
prepares the trainee as a BHW. The reasons for this are: to allow the trainee to achieve a
recognized certification (BHW) in the event she is unable to continue to phase 2; and to assess
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whether or not the trainee is capable for successfully learning, within the specified time period,
advanced and more complex topics.

Curriculum was designed to emphasize application of skills and knowledge in a rural setting,
particularly, e.g. home visiting, home delivery, dai training. The first course, conducted in
Peshawar for trainees selected as a first preference from Afghanistan and secondly assurances
by family that the trainee upon successful completion of the training be allowed to return to her
home district. U.S.A.I.D., based on the strategy of provincial public health offices, approved
in advance the districts from which trainees may be recruited. Following this approval the first
course started on 6 April 1991 and was completed 12 April 1992.

Following the completion of this first course and under the leadership of IPH, the curriculum
was reviewed and standardized by representatives from MSH, IMC, MCI, IPH and WHO. The
revised curriculum, English, was translated into Dari. One trainee and one instructors' manual
have been printed both in Dari and English. The MCHO training, along with all other training
activities, was relocated in Jalalabad. This necessitated obtaining classrooms and sites for
clinical and field practice; which took time and considerable effort on the part of the IPH
leadership to reorganize. Some of the experienced trainers were unable to move to Jalalabad
so new trainers had to be recruited and trained. As the training was in Jalalabad, trainees were
recruited from the surrounding provinces. Careful selection process was followed to find
trainees with sufficient educational background to handle the course content, and each family
was interviewed to be sure the trainee was from the chosen area. After U.S.A.I.D. approval
was obtained, the second MCHO training class began with 16 trainees in April 1993. Thirteen
trainees successfully completed the didactic phase on 7 February 1994. MCHO kits were
prepositioned in Jalalabad and will be issued accordingly. During the MCHO training in
Jalalabad, four trainers, two females from Balkh and one married couple (both doctors) from
Takhar province, were given a comprehensive orientation for setting up a similar MCHO
training program in their home, if ever funding becomes available.

FIELD MICROSCOPIST TRAINING: With the expansion of clinical services through
comprehensive care clinics and small hospitals, basic laboratory technicians or field
microscopist needed to be trained to fill vacant positions. For such training the IPH developed
in cooperation with other field microscopist training programs in Peshawar and WHO,
established a field microscopist's training program using the standardized 20 weeks WHO
curriculum, including WHO approved external testing and competency certification.

The first field microscopist training which began in September 1990 certified 10 trainees as field
microscopists followed by a second training starting in May 1991 for 10 trainees who were also
certified as field microscopists by an external examining board. During the intervals between
training the trainers field assessments were carried out. Since October 1993, IPH worked with
IMC on laboratory training in Jalalabad.

REFRESHER TRAINING FOR DOCTORS AND NURSES: The leadership of the AHC
was, because of the war situation in Afghanistan and lack of continuing educational

M



opportunities, anxious to establish a refresher training program for doctors and nurses serving
in clinics and hospitals in Afghanistan. A section within the IPH was set-up for this activity and
to work on the refresher training course content. A Professor of Surgery and retired Army
Medical Officer, Dr. Douglas Lindsey was invited (February 1988) to review the progress on
developing the course content and offer suggestions for improvement. As it was impossible to
gather more than one or two trainees at a time, in Peshawar, due to the need for their services
in Afghanistan and times for resupply in Peshawar. Therefore the strategy was changed so that
a doctor or nurse, in consultation with the IPH staff assigned for this duty, design a program
to meet his specific requirements, e.g. a doctor wishing to improve knowledge'of orthopedics
was assigned to work under the supervision of a specialists in one of the AHC hospitals in
Peshawar. In addition there were certain core subjects on PHC taught by staff of IPH. This
program was discontinued in December 1990 when U.S.A.I.D. withdrew funding except for
combined refresher training or CMCEP.

SEMINARS AND WORKSHOPS: The IPH throughout the life of this Project organized and
conducted numerous seminars and workshops, depending on the requirements of the program.
For example, on curriculum review, conducting field assessments, doctor & nurse refresher
training, RHO and MCHO training, dai training and BHW indigenization to mention a few.

IPH scheduled, on a regular basis, workshops/seminars for two major activities, i.e.
introduction of primary health care concepts and to, the strategy adopted for rebuilding the health
care system in Afghanistan to health professionals as well as community leaders, and training
of trainers.

SUPPORT SERVICES: To provide technical and administrative support for the various
training programs the following departments were created and equipped: (a.) an audio-visual
section, including graphic arts and calligraphy capability; (b.) library containing copies of
most books and documents commonly referred to for development of primary health care
services and training of paramedical staff. In addition, a selection of the common medical text
books available for medical practitioners and students in Pakistan; (c.) a publications and
printing sections completely equipped with photo offset printing capability. A number of
publications and manuals were prepared by the IPH such as for example, the MCHO manual and
several health education pamphlets, newsletters, etc.; (d.) administrative and finance section
was responsible for receiving, distributing and accounting for all funds provided by MSH and
overall management of facilities, equipment and supplies issued by MSH.

TRAINING COSTS: An important aspect and'consideration for all training activities was
keeping the training cost as low as possible. This objective (low cost) was kept in view when
planning training so that it would be feasible, after the AHSSP, for the government to continue
these programs with their own resources or be in a better position to' attract donor support.!
All training was implemented by Afghan training staff at the salary rate established for Ministry
of Public Health. These relatively lower salary rates helped keep training costs down. It is
recognized, however, that salary rates established by Peshawar organizations were significantly
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higher than the Afghan government rates, but given present political and inflationary situation
in Afghanistan, who ctn predict what will transpire. When ever possible, existing Afghan
institutions were utilized for training at no additional cost for the AHSSP. For example, BHW
training conducted within ihujahideen camps, MCHO training in Afghan OB/GYN facility.
CMCEP conducted by IPH in the AIG hospitals in Peshawar. Start up costs e.g. training
equipment like projectors, VCRs, printing press, furniture were incurred but most materials have
potential for use over a long period. Total program costs for training supported by AHSSP was
3.1 million U.S. dollars (estimated) or 8.6% of the budget.

As BHW training was one of the major Training Department outputs, a recurring cost analysis
was made between IPH costs and RHA costs per BHW trainee. It was found, based on the
BHW training model for staffing and allowances, that it cost U.S. $113 per month per trainee
or U.S. $341 for one trained BHW by IPH and U.S. $106 per month per trainee or U.S. $319
for one trained BHW by a Regional Health Administration.

C. MEDICAL CERTIFICATION

Certification of competence of professional staff for MSH supported clinics and hospital was
managed by MSH Field Operations up to mid 1991, when Training Department was requested
to oversee this activity. This was an essential activity, because there were so many different
training programs, each setting their own training objectives. (It was impossible to determine
trie level of competence either from the title of the worker or duration of training.) In July 1991
Training Department requested RHA committees to form an ad-hoc committee to work on
upgrading testing and certifying procedures for professional and technical staff and develop
written and practical examinations for mid-level medical technicians based on the CMC/WHO
skills check lists, plus define qualifications for doctors (general practitioner and specialist) before
and after changes were made by the communist government in Kabul. A doctor from each of
the participating organizations was assigned for this purpose. The IPH managed this activity for
AIG Ministry of Public Health facility staff.

The 'new testing and certification system for professional and technical health staff was
implemented in December 1991. Up to June 1993, a total of 364 health workers were screened
to determine level of competence;'

D. COMBINED MID-LEVEL CONTINUING EDUCATION PROGRAM (CMCEP)

In December 1990 U.S. A.I.D. informed that financial support for mid-level continuing education
activities would be provided to U.S.A.I.D. funded organizations only if they worked together
to implement a standardized combined mid-level continuing education program. For this
purpose a Core Group with a technical representative from each of the participating
organizations i.e., International Medical Corps, Institute of Public Health, Management Sciences
for Health, Mercy Corps International, Swedish Committee for Afghanistan, and World Health
Organization, was formed.
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The objective for this Core Group was to prepare a standardized mid-level continuing education
curriculum for training active mid-level health workers to a uniform standard of skills and
knowledge. The Core Group developed an 18 week course to which mid-level health workers
supported by the participating organization would be eligible for admission. Materials were
prepared in Dan, Pushto and English. It was decided that IMC, IPH and MCI would be
responsible for conducting the first CMCEP classes with a maximum of 25 trainees in each
class.

The first CMCEP class was conducted by IMC in Thai, and MCI in Quetta, with IPH trainers
participating, as required. During the second CMCEP training session two new sites were
added: IPH in the MOPH clinical facilities in Peshawar and IMC at Nasir Bagh. After the
completion of the second CMCEP session, support for MOPH clinical facilities was discontinued
and facilities were closed. As a result IPH did not directly operate another CMCEP training
session but rather participated with IMC in Jalalabad. MCI conducted one session in Kandahar.
The following Table presents the output per training site to which trainees were sent by the
participating organizations as noted above.

CLASS DATES

TABLE n - 2

CMCEP

ORGANIZ. LOCATION GRADUATES

FIRST 28/7/91-7/11/91

SECOND 23/2/92-25/6792

THIRD 29/7/92-26711/92

FOURTH 12/6/93-23/10/93
15/3/93-7/7/93

FIFTH 15/8/93-15/12/93

IMC THAL 24

MCI QUETTA 23

IMC THAL 19
IMC NASIR BAGH 20
IPH PESHAWAR 22
IMC NASIR BAGH 17
MCI QUETTA 20
MCI KANDAHAR 13
IMCC/IPH JALALABAD 19
IMC/IPH JALALABAD 21
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£. PARTICIPANT TRAINING

Since the beginning of \hejihad (1979), few Afghan professional were exposed to or had an
opportunity to learn about current developments in delivery of health care services in developing
countries. Between the 1979 Alma Ata conference and the beginning of this Project, primary
health care came into being as the main strategy for delivery of health care services. The
Afghan professionals with whom MSH came in contact were almost exclusively focused on
medical care, i.e. hospitals and clinics, as the best means for providing health coverage even in
rural areas. Obviously such an approach (medical care) would not be affordable, sustainable or
have impact on health status of the population scattered in hundreds of small villages.

To increase knowledge and understanding among health professionals about various approaches
to development of health services, it was determined that a small participant training program
would be beneficial for the promotion of the goals and objectives of the AHSSP. The Boston
University Certificate Program, 12 week courses designed primarily for health professionals
from developing countries was chosen, as the course description and reputation of the Director
suggested that the program would be very good indeed. Two participants were selected for the
1989 Summer Certificate Program, Health Care in Developing Countries, one of whom is now
the Minister of Health of the Islamic State of Afghanistan. Up to summer 1992, the last course
to which participants were sent, 14 attended Health Care in Developing Countries, three
Management Methods for International Health and one Financing Health Care in Developing
Countries. All, except two (one official migrated to the US and one whereabouts unknown), are
working in some capacity on health services for Afghanistan.

F. MANAGEMENT TRAINING

INTRODUCTION: This section of the Final Report was drafted by Mr. Sabir Latifi, Deputy
Health Services Development Advisor, and covers the period from January 1990 to 28 February
1994,

The leadership of the RHAs and MOPH in early 1990 requested Management Sciences for
Health (Health Services Development Department) to assist with:

i. developing an administrative structure;
U. reducing red-tape administrative system;
iii. developing trained and skilled administrative personnel;
iv. encouraging a decentralized health services system; and
v. understanding MSH's financial requirements;

The Project, in cooperation with the MOPH and the RHAs, developed plans to sponsor and
conduct annually (a). Senior Managers Workshops (b). Basic Administrative Workshops and
later (c). a Master Management Workshop for personnel of MOPH and RHAs (for health
planning workshops see Section III. Health Services Planning arid Development).
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BASIC AMINISTRATIVE WORKSHOP: Based on the above objectives, a training needs
assessment was carried out to develop a workshop agenda and training plan. The workshop was
conducted on August 19, 1990 in Peshawar for 25 administrators from three RHAs in
Afghanistan. This workshop was the first of a series of Health Services and Management
workshop! conducted by MSH and our counterparts; in fact, it was the first ever management
workshops for health managers from Afghanistan in Peshawar. Donors (U.S.A.I.D., UNICEF,
WHO, Swedish Committee for Afghanistan, IMC,) were asked to attend the first day of the
workshop to meet with actual implementors and field manager. At the end of the workshop
participants were able to explain management concepts and Ijealih administrative systems, plus
participants developed a one year workplan. The participants were provided with office supplies
for one year period and left for Afghanistan in late September 1990 to set up administrative
centers in their designated catchment areas.

SEPTEMBER 1990 SENIOR MANAGERS WORKSHOP: Based on previously developed
plans with the liaison offices of RHAs, MSH sponsored a workshop for 24 senior health officials
from three RHAs. This was the first workshop in 12 years where health planners and senior
administrators from the areu mentioned above were able to come together to discuss health
services development and consider strategies for rebuilding health services in free Afghanistan.
The workshop provided the opportunity for exchanging ideas, as well as stimulation to work on
developing specific plans for: expanded BHW training, female health workers training,
improved personnel management, establishment of health facilities and improving supervision
and referral systems . The output of the workshop was the preparation of one year detailed and
a three year general workplan for each of the AHSA. These workplans formed the basis for the
development of MSH workplan for RHAs activities for FY-91.

Following the workshop, the RHAs Committees together held individual meetings with WHO,
UNICEF, CMC, the European Union and the MOPH's IPH. They were also invited by ACBAR
Health Sub-committee to present their activities and plans to ACBAR members. These meetings
appear to have contributed significantly to the visibility, credibility, and acceptance of the area
health committees by the humanitarian assistance and U.N. organizations in Peshawar.

JULY 1991 SENIOR MANAGERS WORKSHOP: Planned and organized a workshop for
senior mangers from RHA health committees. Based on a review of 1990 workshop and
discussions with RHA liaison officers and IPH, a new curriculum was developed that would
complement the material presented in the early workshop and meet the continuing management
training needs of senior managers from inside Afghanistan. Emphasis in the curriculum was on
basic management skills, using examples and supporting material relevant to the needs of
managers in the development of a rural health network. The design was 10% lecture/discussion,
60% small group exercises, 20% small group presentation and 10% discussion and review. The
workshop was conducted the last week of July and the first week of August 1991 in Peshawar.
Twenty five senior managers attended.

The workshop was evaluated at the conclusion, and a needs assessment conducted to determine
management training needs for future workshops. During this process management training for
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subordinate staff was identified as an important need. The senior managers felt that to be more
effective in introducing management concepts, subordinate staff needed to understand the
management process. Discussions on this subject led to a plan to train master Management
Trainers for placement at Project supported training centers in Afghanistan.

TRAINING OF MASTER MANAGEMENT TRAINERS: At the conclusion of the 1990
Senior Managers Workshop, the need for large scale management training of health committee's
administrative staff and health personnel was identified. Since it was not effective or feasible
for MSH staff to train that many personnel, it was decided that MSH would sponsor and conduct
a Seven Week Master Management Training Workshop where Master Management Trainers of
RHAs and IPH would be trained for conducting regular management workshops inside
Afghanistan.

Project staff met, on regular basis with representatives of RHAs and the IPH to develop a plan
of action to train Master Management Trainers. A job description, pay scale and curriculum
outline was developed. It was required that candidates be from a province where a Project
supported training center was operational, and candidates had to serve there to be considered for
one of the positions.

A total of IS candidates were enrolled by the RHA and IPH in Master Management Training
course. A curriculum was developed covering basic management skills in 25 subject areas.
Each subject or module was supported by background material, case studies, and small group
exercise specific to the situation in Afghanistan. The curriculum was translated into Dan, and
Push to.

The IS candidates were trained for seven weeks in February and March 1992. Their training
included a detail review of the 25 management modules, how to conduct a training needs
assessment, how to select the appropriate modules for a particular group and how to plan and
organize a workshop. Their training , also included practice training in which each candidate
was required to prepare and conduct two or three sessions for the other candidates. All IS
candidates successfully completed the training.

Following the seven week course the trainers were divided into five teams and assigned to
conduct a series of workshops for a designated category of health worker from various provinces
in Afghanistan in Peshawar. This activities, which was carried out under the close supervision
of Project staff, proved very effective for their future training workshops. During this phase,
the trainers trained a total of 95 health workers in basic management who came to Peshawar for
resupply and refresher training. At the end of May the trainers, after developing a one year
workplan, returned to Afghanistan and started their work at their posts in each Project
supported training center.

MANAGEMENT TRAINING AND MANAGEMENT DEVELOPMENT: One of the Project
objectives for 1992 was to straighten management of health services. The plan for this important
activity included:
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i. training Master Management Trainers as a resource person for management
training and management development;

, . ii. placing the trained Management Trainers at existing training centers in
Afghanistan, as a focal point from where management training and
management development would be implemented;

iii. for efficiency and effectiveness, integrate management training into the
existing training programs at these centers;

iv. assist the administration of Project supported training centers for conducting
efficient and effective over all training;

v. Help the administrative set up of Area Health authorities and Project
supported Area administrative units;

Due to ethnic fighting the Master Management Trainers were not able to conduct management
training in Behsud (central Afghanistan) Training Center. As the Shia population in that area
was under siege, even the Project staff were not able to travel to this training center last year.

The training center of the Health Committee of Paktya and Pakteka and the Institute of Public
Health, became the center for management training and management development, despite the
shifting of IPH from Peshawar to Jalalabad. The IPH management staff were able to conduct
over a dozen management workshops and train over 302 health personnel in late 1992 and 1993

The Project staff and IPH management trainers conducted the first two management workshops
in Kabul in August and November 1993. Over 40 senior staff of Ministry of Public Health were
trained in management concepts. For the post workshop evaluation one participant stated "The
Master Management Trainers, in addition to conducting training, were playing an important role
in, planning, implementing, evaluating, and leading of health services development both in
MOPH and the RHAs. The Master Management Trainers will remain as a health services
management and management development resource for Afghanistan, an important role in the
development of this war-torn country."

MANAGEMENT TRAINING MODULES: An important output of the Project was the
development of four management training modules. The four modules will remain as a resource
for health services management and management development, as well as provide the base for
future management training and development activities.

Based on the training needs assessment, modules on various management concepts and skills
were developed. For developing these modules, resource materials from MSH Basic
Administration workshops, MSH Senior Managers workshops, and Harvard Business Review
reprints were used. These modules were developed specifically for inexperienced managers to
help them with managing health services in Afghanistan. Each module has a session guide,
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which includes, objectives of the session, time required for session, preparation needed, small
group exercises, case studies, and reading material. The modules have been translated into Dan
and Pushtu.

The management resource materials have been widely used, e.g. MCH, PHC, administration
and management workshops. Materials from these modules have also been used in manuals for
BHWs, RHOs, MCHOs, VHSs, local dais and senior managers.

G. MSH TRAINING DEPARTMENT - TECHNICAL ASSISTANCE

INTRODUCTION: In November 1986 Deans Hotel, Peshawar (a British Raj vintage hotel
established in 1891) was the venue for launching the AHSSP. Initially the focus was on
identifying and getting to know the players with whom we would be working, developing an
implementation strategy and budget and establishing the MSH Office in Peshawar.

TECHNICAL ASSISTANCE: The overall goal of the MSH Training Department was to
develop and refine the AHSSP training strategy in cooperation with counterpart staff.. Through
this approach training programs were planned, designed and implemented. The technical
assistance staff of MSH Training Department worked in close coordination with counterparts and
were very much a part of the program/implementation team. Because of this approach this
report would be incomplete without a description of the MSH Training Department technical
assistance activities.

As described above the first training activity was to develop, as rapidly as possible, a cadre of
primary health care workers for service in their home districts in Afghanistan. The Training
Advisor provided the technical backstopping for this activity in the early stages, however, as
the program grew, along with a corresponding increase in workload, it was necessary to add
staff to Training Department. The first staff member recruited was Dr. Mubarak Shah in
February 1988. Dr. Mubarak was one. of the original trainers involved with training the first
groups of BHWs. However, as Dr. Mubarak was transferred by his tanzctm to hospital clinical
duties, the Training Advisor believed that his experience would be very useful background for
expanding the scope of work in the MSH Training Department. Prior to Dr. Mubarak's
recruitment, the Chairmen of the Health Committee to which Dr. Mubarak was associated gave
his consent. Through hard work and a consistently high level of performance, Dr. Mubarak
progressed from Assistant Training Advisor to Deputy Training Advisor. During Dr. Mubarak's
tenure he was involved with all aspects of providing both technical and administrative
backstopping for AHSSP training activities. It is noteworthy to mention that, during the
evacuation of expatriate staff from Peshawar during the Gulf War, Dr. Mubarak was one of the
principle local staff members responsible for running the day to day MSH operations in
Peshawar.

The next technical staff member added to Training Department was Dr. Mohammad Masood in
April 1989. Dr. Masood was mainly involved with technical monitoring of training activities
in Afghanistan and field assessments of BHWs. Dr. Masood worked closely with counterpart
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staff on developing field assessment protocols, training trainers in use of field assessment
protocols and helping to provide field information on trainees back into training programs. Due
to a reduction in force called for by U.S.A.I.D., Dr. Masood's position was discontinued on IS
November 1992.

By late 1990, the volume of administrative support and financial monitoring had increased to a
level which could not be managed without additional staff. For this activity Mr. Karim Rahimi
was brought onboard in October 1990 and Mr. Mahammad Wall in February 1992. Both staff
members remained with the Project until the end and were responsible for drafting the next
section on administrative support.

One of the high priority activities was to provide technical assistance, particularly for practical
demonstrations and community health component of the MCHO training. Due to shortage and
or availability of trained female health workers, Mrs. Razia Nairn, a well qualified and highly
experienced Afghan female mid-level health worker, was added to the MSH Training
Department staff to work in close association with IPH female trainers. Mrs. Razia contributed
significantly toward developing the community health/home visiting component of the MCHO
training in one of the Afghan communities near Peshawar. When the IPH moved to Jalalabad,
Mrs. Razia work location was transferred to Jalalabad where she remained until the completion
of the second MCHO training program in Jalalabad. Her contribution was indeed remarkable
and noteworthy given the constraints placed on women.

Following the departure of the Health Development Services Advisor in late December 1992,
Mr. Sabir Latifi, Deputy Health Services Development Advisor was reassigned to Training
Department to work on management training up to end of program activities.

H. ADMINISTRATIVE SUPPORT

In addition to technical assistance, as discussed above, managerial and administrative support
was provided for IPH/MOPH and Regional Health Administrations.

Both technical and administrative support staff of Training Department were involved in
developing administrative procedures and orientation of the related staff of implementing
organizations in Afghanistan as under:

a. IPH/MOPH
b. SCNA
c. HCPP
d. SSWA
e. HIM I

The Area Training Centers (except Miram Shah) received budgets for a certain period of time
to implement planned training activities.
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Considering the volume of activities, length of time, circumstances and the actual needs of the
programs, periodic budgets were prepared in Training Department and sent to the MSH
Financial Management for processing. The budgets were released to the authorized
representative of the programs and then transferred to training centers for use.

As budgets were issued prior to the.commencement of activities, funds released were considered
as an outstanding advance. It was agreed that program administrators should send necessary
expenditure documents for clearing accounts (advances) prior to release of additional funds.

As IPH was a nucleus technical organization operating in Peshawar, the financial procedure was
different than the procedures for area training centers inside Afghanistan.

The procedure for IPH was as follows: IPH sent requests for funds for specific activities
(previously planned with the coordination of MSH Training Departmentt). After
requests were reviewed and approved, they were sent to the MSH Financial Management for
further processing. MSH Financial Management, using a payment voucher system, issued the
approved cash amounts to the authorized representative of IPH. This was also an outstanding
advance which had to be cleared prior to any expense request for similar activities. In order to
obtain new funds, IPH had to send acceptable documents which could clear the outstanding
advance. The expenditure documents were carefully reviewed by the Training Department for
the accuracy/appropriateness and then sent to Financial Management for clearing the accounts.

To operate the minor daily expenses of the IPH there was also a fixed revolving (petty cash)
budget allocation. The Financial Administration of IPH had to obtain approval and authorization
for the purchase of the needed items from the Director General of IPH. Following such
approval a procurement team was asked to purchase the required items and obtain receipts.
Three quotations were required for the purchase of the items costing more than Rs. 1000.

The petty cash expenditure documents, after being certified by the Director General IPK,
sent to MSH for clearance and processing for issuing another revolving amount (petty cash).
After a careful review in the Training Department the documents (if considered appropriate)
were sent to 0/FM.for further processing and clearing the advance.

As Miram Shah Training Center (HCPP) was located on the Pakistan-Afghan border, it was
agreed that MSH would allocate a monthly expenses fund to implement the training activities.

A bank account was opened in Miram Shah, and a sum of Pakistan rupees was deposited to meet
the expenses of the Training Center for one month. By the end of each month, the expenditure
documents had been sent to MSH. After review, the documents (if considered appropriate) were
sent to O/FM for clearing the account and issuing another check to be deposited in the bank
account for subsequent expenditures.

ORIENTATION ON ADMINISTRATION: In order to run the training program
administrative and financial affairs smoothly, the administration and finance section staff of IPH
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and all training centers were oriented in: administrate e and financial procedures; working with
budgets, keeping the income and expenses records; procedures for clearing the outstanding
advances; preparing accurate financial documents; maintaining filing and logging systems;
preparing proposals and reports, carrying out inventories, and maintaining trainees records/data.

MONITORING AND EVALUATION: MSH Training Department staff conducted field visits
to monitor and evaluate the office management and administrative activities of the training
programs, both in Pakistan and inside Afghanistan. Necessary guidance, recommendations and
suggestions were provided for improvement of the programs.

Please see Appendix II - 1 for a list of training manuals developed by the Institute of Public
Health and MSH Training Department. A copy of each manual is included with the submission
of this report.

Appendix II - 2 Management Sciences for Health, Training Department, Facts & Statistics,
because of its bulk is not included with this report but a copy has already been submitted to the
U.S.A.I.D.

4. CHALLENGES AND CONSTRAINTS

There were a number of constraints impacting on the overall implementation of the AHSSP e.g.
political instability and lack of security for travel in Afghanistan, fighting between political
factions, roads, bridges and entire communities destroyed, large number of land mines,
communications systems disrupted, destruction of governmental infrastructure such as health
facilities and schools. However, in this section some of the constraints which negatively effected
training are briefly described.

Among all constraints identified, denial of permission by U.S.A.I.D. for the Training Advisor
to carry out regular follow-up field assessments of graduated trainees in Afghanistan was the
single most important constraint or challenge. No doubt some of the reasons for this denial for
the Training Advisor to travel in Afghanistan are related to the constraints listed above,
however, field assessments and feed back of observadons into training program for curriculum
revision and refinement is an integral part of any training program. Without this element it is
difficult to know whether training, as designed, is appropriate or not. This constraint was
managed through assignment of, initially MSH Training Department Afghan staff, to work on
development of assessment protocols, which in turn were passed on to Afghan counterpart staff.
This was a challenge because none of the Afghan staff had experience in carrying out field
assessments or designing curricula.

Another challenge was the lack of health professionals having a background or experience in
training. Considerable effort and dme was needed for building a cadre of competent trainers.
In addition to not .finding experienced trainers, knowledge of primary health care strategy and



current approaches for delivery of health care services in developing countries was practically
nonexistent among Afghan counterparts.

The main counterpart organization, initially, was the Alliance Health Committee (AHC)
represented by the Health Committee Chairman from each participating tanzeem. This was the
umbrella organization upon which the training program was built. As the leadership or president
of the AHC rotated between Health Committee Chairmen every four months, maintaining the
focus and strategy for development of the training component was a definite challenge. A
stabilizing factor was the creation of the Afghan Interim Government when one political party
was allocated the health portfolio on a long term basis.

To further complicate matters, training staff were selected according to political affiliation. For
example, trainers for BHWs in Jamiat camp had to belong to the Jamiat political party and so
on and so forth for all participating tanzeem training sites. Within the IPH however, positions
were equally divided between the participating tanzecms. These positions were not necessarily
filled by the most qualified but through political patronage. The positive aspect was the
evolution of an IPH with a broad political base. It should be noted that MSH declined to support
staff not qualified for the position.

Selection of trainees, particularly BHWs was made according to political, family and tribal
affiliations. This lead to an uneven distribution (ratio of BHWs to population) in certain
provinces. Instituting controls to improve or smoother! distribution of BHWs to population was
a difficult and constant challenge. Training programs implemented through Area
Administrations helped to improve distribution but these organizations were also based on
political affiliations.

Organizing a female training program was a challenge given the prevalent conservative attitudes
and beliefs toward female education. Because of these conservative attitudes, implementation of
female training program proceeded very cautiously. It was difficult to identify and recruit
female professionals willing to work on a training program in Peshawar, and even more difficult
to recruit female trainees in.Afghanistan for the initial MCHO training in Peshawar. With
regards to recruiting female trainees having an educational background adequate for the course
was a major problem. First, families usually do not allow their daughters to live outside the
home and secondly, primary as well as secondary education for girls in Afghanistan is
practically nonexistent.

Implementation of program activities was significantly constrained during 1991. First because
of the evacuation of all expatriate personnel to MSH Boston during the Gulf War (January 1991
to late April 1991) and then U.S.A.I.D. imposed a total ban on all cross-border assistance from
July through December 1991. During the evacuation on-going program activities were
maintained by MSH local staff who carried out. their responsibilities very well indeed. However,
no new activities were initiated during that period of time. The Training Advisor was back in
Peshawar just over two months when U.S.A.I.D. imposed a total ban on all cross-border
assistance. This ban severely restricted Training Department activities.
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5. LESSONS LEARNED

The most important lesson learned was that, in spite of the ongoing war in Afghanistan and
political fnctionalization among the Alliance, it was possible, in cooperation with our
counterparts, to build from scratch a completely Afghan managed training program. In the early
days of the AHSSP, experienced trainers were not available nor did our counterparts, except in
one or two cases, have a working knowledge or understanding of primary health care. This
situation completed changed overtime and with the establishment of the Institute of Public
Health. The lesson learned was that development work was entirely feasible and appropriate
even in the existing chaotic situation. Now that United States Government has decided to
withdraw support, one of the benefits remaining is a cadre of Afghan professionals experienced
with planning, managing, implementing and monitoring training programs. When political
stability is restored such experienced professionals will, ensha Allah, be available to reestablish
the health care delivery system in Afghanistan,

Practical experience has shown the value of establishing the Institute of Public Health as a
technical and managerial umbrella organization. As a result of this Project, the IPH has a well
trained and experienced .cadre of trainers and training program managers. Through IPH,
training was standardized for implementation by decentralized training centers. Graduates who
followed the prescribed standardized course could then be recognized on a national level. This
was important given the wide variations of training objectives found among training programs
operated by various organizations. Area Administrations requested and received from IPH
technical, managerial and administrative support. IPH was the main venue (seminars and
workshops) for promoting the concepts and strategy of primary health care, as well as explaining
the MOPH plan of action for the reconstruction of the health care delivery system in
Afghanistan.

Participant training program (Boston University Certificate courses) contributed significantly
toward achieving the overall goals and objectives of the program, particularly for implementation
of primary health care principles. Mid-level managers and professionals showing potential for
future leadership roles in the health care system were selected. More than 90% of participants
are still working in some capacity in the Afghan health care system. The lesson learned is that
such participant training should be expanded in future programs.

A decentralized approach to training was evolved, as Afghanistan is composed of many ethnic
groups as well as political organizations. Decentralized training avoids conflicts between
divergent groups, plus trainees can be recruited in consultation with local leadership and trainers
may easily follow-up on there trainees. International experience has shown that health workers
trained near their work location tend to remain in that particular area, rather than migrate to
urban centers. Decentralized training is a new approach for training in Afghanistan and
hopefully this approach can be sustained over time for reasons mentioned above.
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One of the weak links in the emerging health care delivery system implemented through the
AHSSP was a technical supervisory system, particularly for BHWs as they were a new cadre
of primary health care or community health workers introduced in Afghanistan. A training
program for supervisors of BHWs was designed and implemented to prepare these supervisors
called Rural Health Officers to not only be able to supervise BHWs, but work on community
health development activities and support other preventive health workers at the village level
like vaccinators, MCHOs, Volunteer Health Sisters (VHS) and local birth attendants. These
RHOs became part of the provincial public health administrations' supervisory system.

The need to follow-up on trainees at their work location soon after training and on a regular
basis cannot be over emphasized. As mentioned in the narrative, this was a major constraint and
the Lesson Learned was that, because of this constraint, it took a much longer period of time
to find out what was actually happening, and as needed, implement remedial measures.

The smoothest or most satisfactory operations occurred when local leadership and community
member were fully involved, whether it be setting up a training facility, recruiting a BHW,
MCHO or RHO trainees. Program implementors or field workers* should always keep in mind
and observe the cultural traditions in that particular locality. These important principles should
not be overlooked when organizing such programs in the future.

Training programs for women can be successfully implemented as evidenced by the MCHO
training. This was managed even though a high priority was placed on training and fielding
male health care providers in Afghanistan by donors as well as Afghan mujahideen leaders.
Essentially, however, 50% of the population and most vulnerable group, mothers and children,
were left without benefit of modern medical coverage. As an acceptable and recognized female
medical technician program has been established, this training should form the basis for future
training of females for community or primary health care services for women and children. The
experienced gained should not be lost, because United States Government has withdrawn
assistance, at this critical juncture. In fact, a significant portion of BHW training and field
responsibility was for MCH and experience has shown (interviews and field assessments) that
male workers can indeed provide a certain level of primary health care for mothers and children.

Training of traditional births attendants in simple subjects e.g. hand washing, prevention of
dehydration through use of ORS, and distribution of cord cutting kits was introduced through
BHWs. It was found, through interviews, that well over 80% of active BHWs could carry out
this activity in their home village.

One of the strengths of the training program was the inclusion of Afghan professional as well
as non professional staff from all political factions with whom the AHSSP was involved. It is
recommended that future programs keep this point in view when setting up activities. Similarly,
program managers should be careful to see that an equitable coverage is provided through the
districts and provinces of Afghanistan to avoid imbalances in services provided.

39



Maximum efforts were made to implement training, particularly practical training within existing
health facilities under the jurisdiction of the MOPH or RHAs. This approach enable the
Training Department to minimize unit cost per trainee.

Experience has shown that training materials must be in the local language i.e. Dari or Pushto.
It was found that trainees both mid-level and BHWs generally could not comprehend materials
in a second language e.g. Dari for non Dari speakers.

It was found that BHWs who had only ability to read and write and less than a sixth class
educational level were unable to keep up with the class and assessments found they were weak
in performance. Such BHWs were accepted from areas which traditionally were undeserved and
trainees with a stronger educational level could not be identified. The dilemma was whether to
try to provide some coverage for that area or not, the never ending cycle of so called backward
areas. In future programs it is recommended that two types of community health worker
training be implemented, one for those who have the requisite educational background and, one
for the non-literate community health worker.

Initially BHW Continuing Education Program was held on a collective basis as BHWs reported
to Peshawar for resupply. This proved to be difficult to manage as BHWs came into Peshawar
at varying times, depending on resupply schedule and travel conditions in Afghanistan. Then
the course was redesigned so that a BHW could enter on any day of a 12 day refresher course,
as each day was a complete and independent lesson. However, with establishing training centers
in Afghanistan and improved security conditions, plus reduction of primary BHW training, staff
were available to carry the CEP in the field. As the field is the natural setting where BHWs
work and face various problems, training in the field is far superior to classroom, where trainers
try to artificially recreate field conditions e.g. role plays, videos, slide presentations. All the
conditions and pathology, and human interactions are there in the field.

Given the fact that United States Government assistance has been discontinued, in retrospect,
it would have been much better if BHW privatization or indigenization had started at a much
earlier stage in the Project.

The'establishment of a Board of Medical Certification was very useful for categorizing health
workers according to skill/knowledge level. This was particularly important given the wide
variations in training objectives for health workers who often had the same title like nurse or
medical technician.

Health planners and administrators working in Afghanistan were essentially following archaic
management procedures and had little knowledge of modern day concepts for planning and
managing the delivery of health care services. In view of this factor, management training in
future programs should be strengthened and expanded.
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HEALTH SERVICES PLANNING AND
DEVELOPMENT

Yusuf I. Ghaznavi, Senior Program Specialist

Based on the work and reports of Jonathan D. Quick, M.D.,
and John Eaton, former Health Services Development advisors

1. INTRODUCTION

Even under normal circumstances, rational planning for delivery of health services for
Afghanistan, which has a traditional social system, difficult terrain, limited resources and one
of the worst health conditions in the world, would be a challenge. Afghan health prospects
never good were made worse by the war. By the mid 1980s, Afghanistan had topped the
international listings of highest morbidity and mortality rates in the world with only 700 children
out of 1000 bom surviving to age five1. By the late 1980s the health delivery system had only
improved marginally. The internationally recognized pre-war national malaria control program
had all but vanished during the war. The immunization coverage was one of the lowest in die
world. Tens of thousands of war injured and maimed Afghans needed prostheses and
rehabilitation services.

The original goal and purpose of the Afghanistan Health Sector Support Project (AHSSP)
initiated in October 1986 was to expand and strengthen health services inside Afghanistan and
to strengthen the capability of Afghan health committees to plan, operate and monitor expanded
health services. The objective was to provide emergency medical care as quickly as possible.
The first major Project evaluation conducted in July and August 1988 concluded that the AHSSP
was on target in achieving most of its targets and that health services inside Afghanistan had
substantially expanded addressing a significant portion of the major disease and emergency care
needs2. In February 1989 the U.S.A.I.D. Cooperative Agreement was amended increasing the
funding authorization and the life of the Project.

By the late 1980s, to address Afghan health care problems, considerable resources were invested
by the PVOs, U.S.A.I.D. funded projects and U.N. agencies to train health workers and
establish facilities and services inside rural Afghanistan. Comparing 1985 estimated health data
with 1990 WHO / Peshawar health resources database, it would appear that these inputs had
resulted in substantial increases in health services inside Afghanistan. For example the number
of hospitals increased from none in 1985 to over two dozen in 1990; health centers increased
from 50 to over 500. The increase in personnel was even more striking: the estimated number
of doctors working increasing from 84 to over 250; along with several thousand first aiders,
Basic Health Workers (BHW) and mid-level health workers. The AHSSP alone trained over
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2000 BHWs during the life of the Project. In all, over 5,000 health workers were estimated to
be providing health services in rural Afghanistan in the early 1990s3. In fact it was often
claimed that rural Afghanistan in early 1990s was better staffed and better supplied than pre-war
years. This growth in the number of health facilities and availability of supplies, however,
failed to resolve several health services development issues. First, this growth in the
establishment of new facilities, strongly influenced by personal and party politics, resulted in
disparity in the availability of health services in different regions. Influential areas tended to be
oversewed while other areas had no health services. Second, most facilities operated in
temporary locations. Third, training of health personnel was mostly done in Pakistan based
training facilities without any coordinated planning; while initial training was primarily focussed
on war related health issues, subsequent experience indicated the need for more primary health
care training. Fourth, there was no effective local supervision structures and no uniform,
commonly recognized certification of health personnel. Significantly it was estimated that 75
to 90 percent of health services in rural Afghanistan were directly or indirectly funded by foreign
donors, who may not be interested in continuing their support once the war was over. A war
ravaged Afghanistan, at best, has a limited near-term prospect for a public revenue base.

By the late 1980s the number of players with a stake in Afghan health had greatly increased in
Peshawar. These included the expanded PVO community, the bilateral donors such as the
U.S.A.I.D. and the Swedish and German committees, the U.K. organizations, the Afghan party
leaders and health professionals and the Afghan Interim Government (AIG) functionaries. Each
with its own point of view, some collecting health data according to its own requirement, with
their own definitions of what was important as well as different reporting requirements and
sponsor interests. There was virtually no effective coordination among the agencies. At the
same time it was becoming increasingly clear that inside Afghanistan effective political and
operational leadership was focused in local mujahideen commanders who controlled a region.

Any local action, including health decisions, required their prior knowledge and approval. The
necessity of dealing with the reality of regional controls by the military commanders in the field
was clear. The need for area based health planning was also clear. What was not clear was the
process for developing health plans. No planning framework existed and the information needed
for it was fragmented, incomplete, or nonexistent.

2. OBJECTIVES

With the 1989 amendments, the AHSS Project purpose and goal were modified emphasizing
civilian care focusing on delivery of primary health care (PHC) services particularly maternal
and child (MCH) health services, including an expanded program for immunization (EPI), and
encouraging development of health services in organized areas. A major objective of the
Project, therefore, was to create a planning framework for an affordable health delivery system
with an ability to achieve the maximum possible impact on health status with a given level of
resources. A system which can be maintained and supported by the Afghan counterparts in the
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future as donor support is reduced or even completely phased out. Within this broad goal the
specific objectives were:

i. Data gathering and verification of data on demographic issues, epidemiology of diseases,
current consumption patterns for services, inventory of existing health facilities and
health personnel.

ii. Involving Afghan health decision makers, the donors, and the PVO community, in the
collaborative health planning process; to sensitize and inform them through discussions
about the long term recurrent cost issues and their implications for health planning.

iii. Developing a computer-based spreadsheet model incorporating planning and cost data
which will serve as a framework for Afghan decision makers regarding resource
allocations for health, with the capability to project alternatives for a given resource
base.

3. ACCOMPLISHMENTS AND OUTPUTS

Accepting the political realities of health care organization inside Afghanistan, the AHSS Project
operated through two major channels: the Regional (or Area) Health Administrations (RHAs)
and the Ministry of Public Health (MOPH — formerly the Alliance Health Committee). In
February 1989, in an attempt to create a basis for planning sustainable health services, the
AHSSP formed a working group composed of the MSH team in Peshawar and their colleagues
in the home office in Boston. The group included people with skills and experience in public
health, health planning, health personnel planning, health financing, system analysis, training
and organizational development. The working group outlined a planning process which involved
participation of Afghan regional health officials, AIG health leaders, donors, and key PVOs.

Between March and May 1989, available historical, current, and comparative data on estimates
of disease-specific morbidity and mortality :ates, numbers and types of health facilities and
health personnel working in rural Afghanistan, recurrent operating costs by type of expenditure
and impact of various health interventions on morbidity and mortality were gathered and
organized into an evolving computer assisted planning model called the "SUSPLAN". In June
1989, separate strategic planning discussions were held with representatives of the RHAs and
the AIG. Discussions with each counterpart consisted of a three part series of half-day meetings.
In the first meeting, Afghan health officials noted the overall planning issues and the decisions
facing them. Estimates of rates for major causes of morbidity and mortality were reviewed;
possible health care interventions for prevention and treatment of leading health problems were
identified; and alternative delivery mechanisms (community, clinic, hospital, etc.) were
considered. The second meeting reviewed the short and medium term funding prospects, agreed
upon the health system goals and principles and identified the strategic alternatives. In the final
meeting the results of the earlier sessions were incorporated into the SUSPLAN model and
presented for further discussion.
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Discussions were also held with the large PVO community in Peshawar and the leading donors
to get their input on the planning environment and constraints and opportunities for development
of health services in Afghanistan.

In separate sessions, both the RHAs and the AIG agreed to the following eight principles to
guide future Afghan health services development.

A. The ongoing costs of the future health system should be at a level that Afghanistan can
sustain, given the funds that are likely to be available.

B. Existing facilities and resources should be utilized and / or renovated where possible, not
replaced with new facilities.

C. Health problems which cause the greatest morbidity, disability, and mortality should be
emphasized.

D. In general, priority should be given to preventive health care.

E. Plans need to be specific to each province, based on the prevailing disease patterns and
population distribution.

F. Resources should be allocated on the basis of population and the cost of health
interventions needed in each province.

G. Health service delivery mechanisms should be based on local condi^ns and values.

H. Health care approaches must reflect the educational level of specific area. This applies
to recruitment and training of health workers as well as to planning for public health
education activities.

The series of meetings with RHAs and the AIG also produced a problem oriented framework
for planning health service interventions which was quite consistent with the approaches taken
by progressive Afghan health groups, by some of the PVOs and by the AHSSP (Table III -1).

This Table categorized major health services in column one, the AHSSP working group
assembled morbidity and mortality estimates vetted by the first hand experience of Afghan health
staff in columns two and three. These estimates were used to help put war related conditions
into perspective and to help in setting priorities. Potential health service interventions, both
curative and preventive, were listed against each major health problem in column four. Finally,
potential health care delivery mechanisms were considered for each category of health problems
and categorized as vertical, community, outpatient clinical, hospital based and / or public
education programs. The relative appropriateness of each mechanism was then rated during the
planning discussions.
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Table III -1

Health Problem Priorities and Health Servkes Interventions

Health Camper 1000
uUtiMper
Yew*

nreot
W

Deaths**

Health Serried
laterreatioM

(Preveatioa & TreataMat)

Maternal * Child Health Serriet*
Maternal cue (pre-* 45 pregnancies

postnatal)

Deliveries
(intrtputum)

Child spacing

Immunization/
well child

Malnutrition

Disability Serried
Prostheses,
reoon»tructjon

Rehabilitation

Geaeral Health Serried
Diarrhea / dyientery

Malaria (see
prevention below)

Acute respiratory

Trachoma

Tuberculosis (BCG

Other infectious
diseases1

45 deliveries

200 fertile
couples

45 infants
& children

20 cases

20 cases

40 cases

600 episodes

100 episodes

1100 episodes

75 episodes

50 new cases

250 episodes

17

10

22

1) Risk assessment £ high risk referral
2) Folate, iron
3) Tetanus toxoid
4) HE: diet, danger signs

1) Risk assessment & high risk referral
2) Good delivery practice

1) HE: benefits of child spacing
2) Spacing methods: modern, traditional

1) Immunization*
2) Growth Monitoring

1) HE: diet
2) Supplemental foods
3) Vitamins & minerals - specific deficiencies

1) Assessment of need
2) Reconstructive surgery
3) Prosthesis design &. construction

1) Physical therapy
2) Occupational & vocational therapy

1) HE: water, food practices, sanitation, breast
feeding, available home fluids

2)ORS
3) Selective antimicrobials

1) Presumptive chemotherapy
2) Surveillance

1) HE: signs of severe infection
2) Diagnosis, treatment referral as needed
3) Antibiotic* for moderate and severe infections

1) Diagnosis
2) early, complete antibiotic treatment

1) Microscopic diagnosis
2) Early isolation & chemotherapy
3) TB register

1) Diagnosis & drug treatment
2) HE: prevention where possible
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Health ProbleM* Cue* per 1000
Population per

Year*

Perceat Health Senriccf
of InterreatkHU

Deaths" (PrereatiM ft Treatment)

Locally prevalent
disease*

Other acute
complaints'

Malignancy,
hypertension COPD

Gynecological
problems

War wounds

Accidents/trauma*

Operative cases

Dental problems

75 episodes

150 episodes

20 episodes

100 episodes

20 cases

200 cases

20 cases

300 cases

Malaria prevention
(for passive detection & treatment
see above)

Water & sanitation

1 1) Diagnosis & drug treatment

1) Diagnosis &. treatment

1) Diagnosis & treatment
2) Supportive care

1) Female clinics for proper evaluation
2) Medical therapy
3) Surgical therapy

1) First aid
2) Assessment & referral
3) Definitive medical It. surgical care

1) First aid
2) Assessment & referral
3) Definitive medical St. surgical care

1) Surgical assessment St. surgery

1) Assessment St. referral
2) Drug treatment as appropriate
3) Extraction
4) Dental procedures

1) HE: bed nets for children
2) Active case detection and treatment
3) Vector control: spraying

1) HE: hygiene, water, defecation & treatment
2) Provision of wells
3) Latrines (esp. urban population)

HE = Health Education
* estimated from MSH & PVO Greenbook data; comparative data from Asia region
** MSH estimates
* Vaccines used: DPT, OPV, measles, BCG
v Conjunctivitis, skin disease, urinary tract infection, typhoid, worms
c Leishmaniasis, leprosy, goiter, brucellosis, trachoma
4 Headache, psychological problems, aches, pains, arthritis
* Falls, fires.farm work, horses
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Population, Morbidity and Health Care Utilization: Data on population distribution,
morbidity patterns, and local health care utilization are fundamental to any health planning
effort. Afghanistan which never had a complete, reliable census, lacked this vital information.
Population and morbidity data estimates varied substantially and were always in dispute. Dr.
T. H. Eighmy of U.S.A.I.D. using his previous census related work in Afghanistan, prewar
population estimates, UNHCR data on refugees, and allowing for adjustments for war death and
internal displacements, produced a district by district estimate of Afghan population which
became accepted as the best operational estimates for planning purposes4.

Similarly by mid-1980s, a standardized patient visit register, the "Greenbook" initiated by the
Swedish Committee for Afghanistan (SCA), had been accepted by virtually all of the major
Peshawar-based health assistance donors. The Coordination of Medical Committees (CMC) with
assistance from AHSSP, coordinated the analysis of data gathered by health workers trained
and/or supported by the SCA, MCI, IMC and MTA. The AHSSP routinely entered and
analyzed data from the BHWs5. A CMC analysis of 10 percent sample of 300, 000 patient visits
(1989 - 1991) along with AHSSP data confirmed the growing realization among the health
assistance community that even in areas of active fighting war related injuries generally formed
less than 10% of the demand on health services. The vast majority of patient contacts recorded
through patients registers were for acute respiratory infections, diarrhea! diseases, other
infectious diseases, other gastrointestinal complaints and nonspecific symptoms6. Although the
patient -egister data did not provide community based morbidity profiles, they provided the most
comprehensive morbidity data for the first SUSPLAN estimates of health needs. At the same
time the need for community based surveys of morbidity patterns as well as health care
utilization patterns was clearly recognized.

A review of the past community surveys indicated that only two surveys were conducted in the
1970s, one of which was a joint Afghan Ministry of Public Health and MSH survey of 486
households to determine the health care utilization of households, and none in the 1980s.
Building on the survey experience of the 1970s, the AHSSP initiated a program of cross- border
household surveys in three culturally diverse provinces- Ghor, Takhar and Wardak- to interview
900 households in 27 villages. Surveys which began in 1990 were completed in 1993 and
clearly demonstrated the feasibility of cross-border surveys using well trained Afghan health
professionals as field supervisors and local BHWs as interviewers. The surveys also confirmed
that acute respiratory infections, diarrhea! diseases, other acute infections, and suspected malaria
were the main causes of acute morbidity rather than war related injuries.7

Although both the ACBAR and WHO maintained databases on health resources in Afghanistan,
their usefulness for health services planning and development were limited by differing
terminology, inconsistent location information and questions of validity. In early 1990, as a
collaborative effort to consolidate health resources information, WHO and AHSSP developed
plans and data collection instruments for comprehensive provincial health resources surveys.
In a series of separate coordinated activities several U.N. agencies, the RHAs, the MOPH, CMC
members and ACBAR health committee members were variously involved in designing and field
testing the survey instruments. The survey focused on health facility and health worker
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information. The main objectives were to locate health facilities accurately and classify them
according to the definitions in Table III - 2; to determine the numbers, types, and source of
training for health workers; and to gather additional information necessary to prepare
reconstruction plans. To enhance the credibility of survey results, whenever possible, surveys
were conducted jointly with the RHAs and AIG provincial health officers, or organizations such
as the CMC. The AHSSP Monitoring Unit provided experienced monitors who had a proven
record of reliability to lead the teams (for fuller details of the Household Survey and the health
resources surveys and their results see Section VIII. Mangement Information Systems).

Quantifying Health Needs, Finding Common Definitions: Planning for future health service
requirements must begin with a knowledge of what exists today. During most cf 1980s the data
on health facilities and workers active inside Afghanistan were scattered and unreliable.
Moreover, major humanitarian assistance organizations had their own terminologies for facilities
established and health workers trained. PHC hospitals, for example, were variously called
"field hospitals", "small hospitals" and "district hospitals". A "mid-level" health worker, could
be any non-physician health provider with a length of training period ranging anywhere from six
months to 24 months.

Working informally, the AHHSP was able to achieve agreement on the basic categories of health
facilities shown in Table III - 2. Standardizing definitions for health workers, however, proved
much more difficult because of differing curricula and length of training and the great diversity
in training programs. To develop a competency based testing and certification process, the
RHAs and the AIG (MOPH) with the encouragement of the AHSSP established small
certification committees to review each applicant's education and experience and then classify
the applicant on training equivalency basis (e.g. "mid-level worker, 12 months"). Although not
very satisfactory from the perspective of standards of practice and competency, the initial
classification of health workers, particularly the mid-level health workers, by length of training
provided a practical basis for a beginning to quantify health personnel resources in Afghanistan.

SUSPLAN Design: The basic planning principles, health problem priorities, and potential health
service interventions formed the basis for the conceptual model and its translation into a
spreadsheet-based computer model. The computer model was designed to help Afghan health
planners i) systematically organize the various data required for long term planning, ii) relate
health needs, health services, costs, and impact, and iii) compare and choose strategies.

Information requirements and output reports for SUSPLAN are summarized in Figure III-l.
Actual data was used wherever available. Where data were unavailable informal estimates were
based on historical data, comparative international data, and local experience. The basic
information required by SUSPLAN includes:

* community morbidity pattern (frequency of common illnesses and conditions such as
pregnancy and disability);

* likely sources of care (no care, traditional, private, public services);
* location of public care (community, health center, hospital, etc.);
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* population distribution by locations;
* health worker types, productivity, salaries, other costs;
* health facility types, staffing patterns, operating costs; and
* target for per capita public health expenditures.

From this information, five outputs are produced: i) total health personnel needs by area and
type of health workers, ii) total health facility needs by area and type of facility, iii) total
recurrent costs, iv) coverage rates, and v) projected impact.

SUSPLAN allows for recurrent costs to be covered by combinations of financing sources,
recognizing that preventive services such as MCH are more likely to attract donor funding, while
curative health services may be covered through user fees. The relationships among utilization
patterns, availability of health personnel, and access to health facilities determine coverage. In
turn, the relationships among coverage, efficacy of specific health interventions, and current
morbidity and mortality rates determine the projected impact on morbidity and mortality.
SUSPLAN is structured to include a set of seven key summary reports and seven background
tables. The summary reports are: i) Total Cases per Year and Source of Care, ii) Location of
Government Provided Care, iii) Facility Plan by Population Center, iv) Health Worker and
Health Facilities Requirements, v) Expenses and Revenue by Health Problem, vi) Health Service
Coverage, and vii) Projected Impact.

The background tables contain information on, and allow adjustments of, such factors as types
of health workers used to provide various types of health services, health worker productivity
and cost, facility staffing patterns, drugs and medical supply costs, and population centers*.

Using SUSPLAN for Health Planning: The first step in using the conceptual computer model
for area health planning is to produce reports for a full service approach, that is, generate
SUSPLAN outputs on health staff requirements, health facility requirements, coverage and
impact for major health problems in the absence of financial constraints. The staffing, facility,
and operating costs of this approach can then be compared with existing staffing and facilities
available regional or national funds. Since the full service approach is invariably unaffordable,
it can be scaled down and costs reduced to a likely level of available funds. For example,
facilities can be reduced or downgraded; staffing patterns altered to relay more on lower levels
of staff; salaries adjusted; and assumptions about productivity changed. The impact of these
changes on coverage and projected mortality reductions can then be estimated.

Applying this exercise to the Supervisory Council of the North Area (SCNA), the full service
option resulted in an annual total cost of US $3.10 per capita. To test the impact of alternative
lower cost strategies, two alternatives were generated to achieve a target annual cost of US $2.00
per capita. In one approach, the PHC option, community based care (community health workers
and smaller clinics) were emphasized, while hospitals were reduced to meet the budget
constraints. In the second approach, preference was given to hospital services and clinic based
care, while community services were reduced to meet the budget constraints. For comparisons
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of the SUSPLAN outputs for these three alternatives see the following figures (Figures III -
2 to m - 5).

The full service option has the largest number of health staff. The PHC alternative has more
than twice as many community based workers as the hospital care alternative. The hospital care
option has more doctors compared with the PHC option. Total number of facilities is greater
in the full service option (Figure ffl-3); the PHC option has seven fewer hospitals and 10 fewer
clinics compared with the hospital care option, but has 73 additional health posts. The results
of these differences are reflected in the coverage (Figure III-4) and impact (Figure III-5) figures
with the hospital care option providing substantially less immunization cover - 30 percent against
75 percent for PHC option - and maternal care 10 percent against 30 percent for the PHC
option. Although the PHC option is based on less than two-thirds of the full service budget,
the immunization and maternal care coverage is not reduced by as great a proportion. The
projected impact on mortality is shown in Figure III-5. Following the structure of the
SUSPLAN model, the percent improvement over current rates for infant mortality, child
mortality, maternal mortality, and crude death rate is closely related to the coverage. Again,
for the same per capita allocation, the PHC option achieves a far greater impact than the hospital
care option.

Two factors which have a major impact on the effectiveness, cost and sustainability of any health
system are i) the numbers, types, and locations of health personnel and ii) the numbers, types,
and locations of health facilities. For this reason the health management workshops held with
the counterparts emphasized personnel and facilities planning. SUSPLAN provided the Afghan
decision makers with one definition of health personnel and health facility "needs". To test the
reality of these figures comparative international data from three countries and local data from
five Afghan provinces were compiled and compared with the SUSPLAN PHC option ratios for
health personnel (Table III - 3) and health facilities (Table III - 4).

The provinces of Bamyan, Ghazni, Herat, Takhar and Wardak were selected for comparison
because of their cultural and geographical diversity and the availability and perceived reliability
of their data. For Wardak and Takhar data were drawn from the provincial health resources
surveys. WHO database was used for the remaining three provinces. For international
comparisons Iran, Nepal and Indonesia were selected for specific reasons: Iran because it is a
conservative Muslim society with some of Afghanistan's ethnic and geographic features; Nepal
because it has a similar population size and difficult mountainous terrain; and Indonesia because
it is a large Muslim country with a relatively well developed primary health care system.
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Figure III - 2

Number of Health Care Providers Needed
Takhar Province - 3 Alternatives

L-W Mid-Level Doctors

Full Service PHC Option Hospital Option



Figure III - 3

Number of Health Care Facilities Needed
Takhar Province - 3 Alternatives
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Figure III - 4

Projected Coverage
Takhar Province - 3 Alternatives

% Immunized % Maternal Care % Acute Illness
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Figure III - 5

Projected Impact on Mortality
Takhar Province - 3 Alternatives
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For health personnel planning, comparisons of the population per staff member (Table m - 3)
showed a fivefold difference in doctor per 1,000 population between the best served Wardak and
underserved Bamyan provinces. This variation narrows between the provinces for the mid-level
health workers and BHWs. Seen against the SUSPLAN targets, Wardak was generously staffed
while Ghazni was adequately staffed. The remaining three provinces were adequately staffed
at the mid-level worker level but showed deficiencies in the M.D. and BHW categories. These
comparisons were generally confirmed by the senior Afghan health professionals familiar with
health care services in Afghanistan and added validity to the SUSPLAN results.

Comparisons among the three countries chosen also showed considerable variations in the
population to health staff. The SUSPLAN PHC option staffing requirements, in general, were
more conservative requiring less staff for the three major categories of M.D., mid-level and
BHW health services providers.

Comparison of existing health facilities in each against SUSPLAN targets shoved a small
variation compared with the target staff requirements. With one exception, the number of
hospitals in each province was quite close to the SUSPLAN requirements. The exception was
Ghazni Province, in which the Kabul regime controlled hospitals were not included although the
people who probably received services from these hospital were included resulting in a high
population to hospital ratio. For health centers, four of the five provinces surpassed the
SUSPLAN target of one health center for every 30,000 people and the fifth province Bamyan
was close to the target with a ratio of one health center for every 37,690 people. Again,
Wardak and Ghazni were found to be best-served provinces. For basic health posts, where
SUSPLAN target was one post for every 5,000 people, Wardak and Ghazni had already met the
target while the remaining three provinces needed additional posts.

In common with the health personnel figures, the provincial comparisons with SUSPLAN targets
showed relative oversupply and undersupply of services consistent with the subjective
impressions of those familiar with the individual provinces involved. In international comparison
the SUSPLAN PHC option targets called for fewer hospitals, roughly the same number of health
centers and more health posts. For both health facilities and health personnel the international
comparisons are crude, because of the differences in terminology, completeness of the
comparative data, geography, and population distribution. Nevertheless, they introduced an
element of objectivity into the planning process and were useful in tempering the Afghan
counterparts over optimistic (i.e. unaffordable) projections of staffing and facility requirements.

The provincial and international data comparisons with SUSPLAN indicated to the health
planners that:
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* The BHW and health post ratio of one post for every 5,000 population derived from
Project experience and supported by the SUSPLAN PHC option, was an affordable,
defensible minimum target. Given the high population to BHW ratios in many districts,
it implied continued training of BHWs in under-served area and efforts to relocate or
reassign BHWs in well-served areas.

* The total number of mid-level health workers was close to the estimated needs, but
considerable effort would be needed to assure their deployment to areas of need and to
develop refresher training programs to foster more consistent skill levels among mid-level
workers with widely varying educational backgrounds and work experience.

* The number of doctors was inadequate in many areas, but the longer and costly training
period required made the training of doctors a low priority for AHSSP and most other
donors.

* The health center ratio of one center for every 30,000 population, again derived from
Project experience and confirmed by the SUSPLAN PHC option, was an affordable and
defensible minimum target for all districts. As with mid-level staff, the total number of
health centers was close to SUSPLAN target, but their distribution and level of service
varied widely; some districts over-served while other districts were underserved.

* The number of hospitals was also close to an affordable target number of hospitals in
most areas, but as with health centers, considerable attention needed to be paid to
location, operational conditions, staffing, and supply of these hospitals.

Limitations of the SUSPLAN Framework: Useful as SUSPLAN was in health planning
workshops for senior Afghan counterparts, where it was well received, SUSPLAN also has its
limitations. These include limitations in the completeness and accuracy of input data and
assumptions about morbidity patterns, sources of care, population distribution, staffing patterns,
operating costs and other parameters. Since SUSPLAN was intended to guide the planning of
health sector inputs it considers only health interventions ignoring the often substantial impact
of non-health interventions such as economic development or decline. It is a static model which
assumes that the impact of nongovernmental care remains constant and also assumes that impact
is directly proportional to coverage which it clearly is not. As an evolving, computer assisted
tool, SUSPLAN required constant revisions and updating of software. The 1991 Gulf War
expatriate staff evacuation resulted in the departure of the Health Services Development Advisor
responsible for development and application of the model, and his subsequent separation from
the Project. His replacement, months later, recognizing the urgency of management training
to assist the counterparts manage their health resources, had to devote most of his time to
management training and other Project priorities which kept the SUSPLAN from progressing
to a menu driven, user friendly model (for a fuller discussion of management training including
senior managers workshops see Section II. Training. 3. F. Management Training).
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Local Health Services Development: Provincial health surveys and comparison of data with
SUSPLAN targets were confirming the impression that the number of facilities and health
personnel in many areas was close to adequate for affordable basic health care. But these
available resources were not being distributed efficiently nor were they being used in an
integrated coordinated way. By 1990, in response to the need to reintegrate the Afghan health
services, the concept of local health services development began to emerge. Drawing on the
positive experience of the RHAs, the basic aim was to identify the series of steps required which
will lead to complete reconstruction of the local health services. After discussions with MOPH
and RHAs four logical steps were identified; key activities and approximate time frame required
to complete these activities were established.

Figure ffl - 6

Phases for Local Health Services Development

Phase I: Planning (three to six months; occasionally nine months)

* Identification of Local Health Leadership
* Health Resources Survey (health workers and health facilities)
* Local Health Development Plan
* Financial and Local Administrative Support Agreements

Phase H: Early Implementation (Phase I plus six to twelve months; occasionally eighteen
months)

* Local Public Health Office and Core Staff
* Primary Care Hospital
* Priority Public Health and Training Programs
* Supervision, Support, and Referral System (district and community)
* Planning and Initiation of Health Facility Reconstruction

Phase HI: Expansion (Phase II plus twelve to eighteen months; occasionally up to
twenty four months)

* Permanent Local Public Health Office
* Expansion of Public Health Programs
* Expansion of Training/Refresher Training Programs

Phase IV: Complete Reconstruction (after Phase III)

* Full Public Health Programs
* Full Provincial Training/Refresher Programs
* Health Facility Reconstruction Completed

61



Phase I, Planning, involved identifying responsible local health leaders, participating in health
resources surveys, preparing a local hc«llh development plan, and achieving financial and local
administrative support agreements. Phase II, Early Implementation, included establishment of
an administrative office, usually in proximity to the main local hospital. Emphasis was to be
on: i) initiating a manageably small number of locally high priority public health programs such
as MCH, immunization and T.B. control, ii) beginning to establish appropriate local training
and/or refresher training programs, iii) establishing a supervision, support, and referral system
particularly for BHWs, and iv) initiating health facility renovation or reconstruction.

Phase HI emphasized expansion through broadened public health programs, expanded training
capacity, and continued renovation and construction of permanent health facilities. A key
element in phases II and III was to be progressively greater responsibility for storage and
distribution of drugs and other medical supplies. Phase IV represented complete reconstruction
and a full program of public health activities.

In areas in which the MOPH was active implementation took place through appointment of
Provincial Public Health Officers (PPHOs) and the establishment of provincial health offices.

Five PPHOs were established and at least two provincial offices progressed to Phase II.
However, the restrictive political mechanisms of the MOPH and the patronage appointed
personnel were the major impediments to MOPH provincial health services development. The
MOPH experienced continuing difficulties in gaining the necessary local support, and in
enlisting competent, reliable provincial health staff, and in reaching cross border to play a
proactive role in health services development. By March 1992, it became obvious that the
MOPH could not complete the development and sustain the operation of PPHOs by the planned
end of the Project. Consequently Project support for this effort was discontinued in April 1992
and the resources were reallocated to the RHA efforts.

In areas under the control of the RHAs, local health services development fared much better.
The close relationship between the central supervisors of the area health development schemes
and the peripheral health facilities made it possible to develop responsive management systems.
Salaries were paid by area supervisors, medical supplies were warehoused in and issued from
central depots and training centers were set up for training of health personnel. Although RHA
local health services did not systematically follow the phases outlined above, the basic principles
and steps were used; provincial health resources surveys were conducted; survey results were
used in health service and facility reconstruction plans; steps were taken to establish supervision,
support and referral systems; and the RHAs progressively assumed greater responsibilities for
administration of supplies and other resources.

The planning process continued during FY-92 and early part of FY-93 with the appointment of
the new Health Care Financing/Health Systems Planning Advisor as the chairperson of the
ACBAR Health Subcommittee. The following major areas were targeted:

i. Implementing fees and health care financing
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& ii. Logistics and cost reduction
iii. Health programs integration
iv. Manpower planning and salary conformity
v. Social marketing, community education, and community participation
vi. Health services quality of care and pharmaceutical use

A Working Group was formed for each area. Based on their reports the Working Groups'
findings and observations were consolidated into several categories. Information in these
categories were then divided into tasks for redeveloping the Afghan health system.

4. CHALLENGES AND CONSTRAINTS

Many of the challenges faced and constraints encountered are discussed in the foregoing
narrative. Specifically these may be categorized as:

A. Planning in an Uncertain Environment

These included:

i.

11.

m.

iv.

Planning the development of health services for one country based cross-
border in another country; sometimes referred to as planning through "remote
control". The absence of a central coordinating body i.e. an effective
government, with which to coordinate planning considerably slowed down the
planning process as each "player" had to be convinced of the need for
planning delivery of viable and sustainable health services separately, and led
to duplications.

Continuing armed conflict and the uncertain security environment; above all
restrictions on expatriate staff travel to Afghanistan. The 1991 Gulf War
evacuation of the expatriate staff and the periodic U.S.A.I.D. ban on
assistance to certain districts because of security concerns, delayed and
disrupted the planning process.

Convincing the senior Afghan health professionals whose point of reference
was the Afghan health system of the 1970s with top heavy emphasis on urban
hospital care (in 1977 the system spent 42 % of its budget on hospitals) to
plan for rural basic health care services.

Persuading the Afghan counterparts, with an exaggerated expectation of
foreign donor assistance, to plan for revenue generation through fees-for-
services and sale of drugs to finance an affordable health services delivery
system once foreign assistance is reduced or completely phased out.
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B. Lack of Reliable Data and Limitations of the Planning Framework

These included:

i. Paucity of reliable, valid data on population distribution, morbidity patterns,
and local health care utilization patterns which are fundamental to any health
planning efforts.

ii. Limitations of the SUSPLAN conceptual model discussed earlier.

5. LESSONS LEARNED

* Cross border health planning and development is possible in war situation but is costly.

* Computer assisted planning models such as SUSPLAN are useful in decision making
process once its limitations are clearly understood. It provides decision makers with a
framework to organize health planning information, to identify strategic alternatives for
health services development, and to compare these alternatives with respect to their
sustainability and potential health impact. It was particularly useful in the planning
workshops organized for the Afghan health decision makers where it was used to
highlight the various alternatives for a limnited resource base. Computer modelling
substantiated and supported the argument for a PHC approach to health system
development.

* The Household surveys conducted in three culturally diverse provinces clearly
demonstrated the feasibility of cross border surveys using well trained Afghan health
professionals as field supervisors and local BHWs as interviewers.

* The planning process and one of the remarkable impact of this Project has been
reorienting Afghan health decision makers from a narrow curative medicine approach to
a broad PHC based basic health services approach. This change in orientation were
reflected in the RHA annual workplans and the AIG's master plan for rehabilitation and
reconstruction of health services in Afghanistan submitted to the WHO, both emphasizing
a PHC approach.

* Finally, an enduring legacy of the health planning process, the AHSS Project, and the
various bilateral and U.N. projects has been the exposure of Afghan health decision
makers to the modern concepts of health planning, and the young Afghans to computer
technology and its use in planning and management. The number of Afghan youth, most
with only a high school education, who have taken to use of micro computers and who
had themselves trained and adapted to the use of micro computers is impressive. This
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has been a valuable human resources development which may play a positive role if and
when real reconstruction of Afghanistan begins.
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, HEALTH SERVICES IMPLEMENTATION

Laurence Laumonier, M.D., Advisor

1. INTRODUCTION

By 1978, the Kabul-based communist government was not able to support the basic health
infrastructure of the rural areas. By 1986, more than three millions of Afghans had fled the
country, but an estimated eight to 10 million were still living in the rural areas of Afghanistan.

The first objective of the AHSSP was to assist selected Afghan counterparts in rapidly expanding
and strengthening a country-wide basic health infrastructure, which could meet the basic health
needs of the rural population and be affordable in the future. Careful planning and management
criteria for establishing health facilities were essential tools to reach an equitable nationwide
health system.

The AHSSP had the peculiarity of providing support to the Afghan rural health services by
"remote control" from Peshawar (Pakistan). A comprehensive monitoring system has been one
of the essential management tools for the program for regular review of the actual performance
of the Afghan counterparts and for meeting audit requirements.

The implementing strategy had to take into account several key issues:

* the war situation, which was excluding the possibilities to use the main roads and
the cities/towns to transport medical supplies and medical equipment;

* the complex fragmentation of local solidarity groups (which proved to be more
important than the political parties' mosaic) which, by themselves, were drawing
some natural, geographical, ethnic areas and were showing ways for feasible
implementation;

* the distribution of the health facilities done by other NGOs.

During the life of the Project, the environment of the humanitarian assistance of external donors
changed drastically. Before 1986, when U.S.A.I.D. started its funding, very little funding was
available from external donors for cross-border humanitarian assistance. From 1988 onwards
the United Nations Agencies, Gulf countries, and the European Union (EU) joined and the
financial resources going to the health sector reached a peak of approximately US$45 millions
in 1992, mainly for cross-border activities. It started to decrease again in 1993 (US$ 35



million)1. In 1994, with the close-out of the U.S.A.I.D. funded health programs in Afghanistan,
at least US$10 millions are withdrawn from the support to the health sector; in two years time,
the budget of the health sector has been reduced by at least 50%.

To manage the "Health Services Implementation" section of the AHSSP, the Technical
Assistance (TA) team under the supervision of one expatriate "Field Operadon Advisor"was
composed of the following:

eight Afghan staff for the administrative management,

95 permanent monitors and 30 contract-hired monitors, all Afghans, for running
the monitoring activities.

2. OBJECTIVES

The goal of the AHSSP, as stated in the Cooperative Agreement, was: "to provide technical,
financial and humanitarian assistance to expand and strengthen health services inside Afghanistan
as rapidly as possible and strengthen the capability of the health committee of the Seven Party
Alliance to plan, operate, and monitor expanded health services in Afghanistan".

For the Field Operations section this was translated into:

A. To assist Afghan counterparts for a rapid expansion of a nation-wide,
decentralized and -affordable Primary Health Care (PHC) system in the rural
(mujahideen controlled) areas of Afghanistan.

B. To strengthen the managerial capabilities of the identified Afghan counterparts,
at central level (Alliance Health Committee which became later on the MOPH of
the Afghan Interim Government), and at regional level (Regional Health
Administrations}., including supervisory systems, medical supply systems, health
care financing schemes, personnel management;

C. To rationalize the deployment, support and utilization of basic health services
inside Afghanistan and in particular to focus on the underserved areas and
population groups.

D. To coordinate the development and operation of a country-wide monitoring
system that reports:

Agency Coordinating Body for Afghan Relief (ACBAR), "Directory of
Humanitarian Agencies Working for Afghans" (Peshawar: 1993).
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i) on all aspects of the Project's inputs inside Afghanistan and
ii) the movement of supplies up to and across the border.

3. ACCOMPLISHMENTS AND OUTPUTS

1. RAPID EXPANSION OF HEALTH SERVICES INSIDE AFGHANISTAN.

Most of the health projects funded by other donors were focusing on training first-aiders, mid
and advanced level of health workers. There was a consensus among the team that the AHSSP
would focus primarily on the deployment of Basic Health Workers (BHWs) posted at the village
level. In the meantime a network of basic and comprehensive health facilities that would absorb
partly the health workers trained by other programs, would serve as a primary referral system.
Only when the base of the health pyramid had been well established, was the support of rural
small hospitals as top of the pyramid in rural Afghanistan considered (1989).

1.1. Basic Health Services Implementation

The Field Operations Department has been managing the initial supply and resupply operations
for the Basic Health Workers, clinics, hospitals, MCH posts and clinics, administrative centers
and medical warehouses inside Afghanistan. Training staff and Child Survival and Disease
Control (CS/DC) staff inside Afghanistan was directly managed by their respective departments.
CS/DC supply operations, because of its specific cold chain requirements, was taken in charge
by the CS/DC Department.

General Outputs: The total counterpart staff supported through P.O. inside Afghanistan during
the life of the Project totalled 5,363 persons. This included technical and support staff. Through
monitoring activities and the reduction of personnel patterns in the facilities as a part of the
phase-down from 1992 onwards, the counterpart staff supported at the end of the program was
numbered 1,905 persons.

Table IV - 1

AHSSP Supported Facilities and Staff Inside Afghanistan
Total I Supported At End of Project

Basic Health Posts 2,271

Health Facilities
and Admin. Centers 328

Staff 5,363

982

176

1,905
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Evolution of the Implementation and Distribution Through Life of Project (LOP): the
following graph, Figure IV - 1, shows the progressive establishment of the different types of
health facilities year after year.

Figure IV - 1

FACILITIES ESTABLISHED
DUMNC THE LFE OF PROJECT

1987 1988 1989 .1990 1991 1992 1993

C-1
M-2

|C-2
|H-3

SSSM-1
B58 ADM.CENT.

* Basic Health Posts: the first four years reflects an 'aggressive implementation phase*. The
last years reflect the consolidation phase of the program: fielding new BHWs only to replace
BHWs lost through attrition, but occasionally shifting from overserved to underserved areas, and
emphasi'/ang monitoring and technical evaluation of the BHWs.

Out of a 2,248 BHWs fielded (not including MCH posts), 80% were selected and trained
by the Institute of Public Health (IPH) based in Peshawar, and 20% were selected and
trained by the RHATraining Centers based inside Afghanistan.

Training the BHWs mainly outside the country (in Peshawar) resulted in a maldistribution
of BHWs inside the country: from the total of 1,764 BHWs selected and trained by IPH
(80% of all BHWs):

almost half of them (45 %) were posted in the 10 eastern provinces where
an estimated 24% of the in-country rural population was living; and
a little more than half of them (55%) were posted in the rest of the
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country where more than the three quarters of the in-country rural
population was living.

The inputs of the RHA Training Centers (20% of all BHWs) were insufficient to drastically
counter balance the distribution of BHWs.

The global picture of the establishment of basic Health posts thorough the LOP is as
follows:

40% of the total fielded BHWs were posted in the eastern provinces;
60% of the total fielded BHWs were posted in the rest of the country.

Figure I V - 2

BHWs FIELDED
BY PROJECT YEAE

2500

2000

I 1500

g 1000

FY87 FY88 FY89 FY90 FY91 FY92 FY9J

* Health Faculties: the Basic Health Centers (C-2) were gradually established until 1992. At
the end of 1991, the amendment No.9 of the Cooperative Agreement limited the establishment
of new facilities only to replacement of facilities lost through attrition. The combination of the
six months ban of U.S.A.I.D. on humanitarian assistance from mid 1991 to beginning of 1992
and the phase-down of the program, expected to end by December 1992, resulted in a very
limited number of newly established facilities, with the exception of MCH facilities.

The first mandate of the AHSSP was to work through the Alliance Health Committee, based in
Peshawar, for implementation of health services inside Afghanistan. Until 1989, the bulk of
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health facilities (68%) were established through the AHC/MOPH; the rest by the Regional
Health based inside Afghanistan.

The AHC's appreciation of "equity in distribution" was based on equal share among the health
committees of the political parties composing the AHC, rather than the implementation capacity
of each. The creation of the MOPH of the AIG in early 1989 did not correct the unbalanced
distribution of Basic Health Centers (C-2) and Comprehensive Health Centers (C-l). By
December 1989, the performance of AHC/MOPH shows that 40% of their C-l and C-2 were
established in six eastern provinces where an estimated 16% of the rural population of
Afghanistan was living (Nangrahar, Konar, Laghman, Logar, Wardak and Kabul). Patronage
and lack of connection with the communities inside Afghanistan were the two main reasons of
this poor performance. At the same time, the RHA had established all their health facilities
outside of these six provinces.

For this reason, after 1989, major priority was given to the Regional Health Administrations for
establishing new facilities: 71 % of the AHSSP-supported Basic Health Centers were established
by the RHA. This policy was based on their proved capacity for implementation and supervision,
as shown by the monitoring results.

More sophisticated health facilities, like the Comprehensive Health Centers and the small
hospitals were established mainly after 1989. The withdrawal of the Red Army from Afghanistan
was followed by a movement of medical doctors from the cities to the rural areas for the RHA
and from Pakistan and Iran for the AHC/MOPH . Of this more sophisticated type of facilities,
66% were established by the RHAs for the reasons described above.

By including the Regional Health Administrations as full partners in the AHSSP, the overall
performance of the AHSSP for the distribution of Basic Health Centers, Comprehensive Health
Centers and rural small hospitals within Afghanistan could be re-balanced, and finally shows
that:

* 24% of the AHSSP supported facilities were established in the 10 eastern
provinces where 24% of the rural population of Afghanistan was living, and

* 76% were established in the other provinces where 76% of the rural population
of Afghanistan was living.

1.2 Salary Scale

Salary was a major issue for the AHSSP. Should the AHSSP give a salary to the health
workers, and particularly to the BHWs who would be fielded on a large scale? In 1986, many
Afghans were still coming to Pakistan as refugees, to escape the war as such but also its
consequences like decreasing living standards and occasional food shortages. Providing a
minimum of salary could be considered "cash for work" scheme utilized already by other
implementing agencies, that might convince people not to leave the country.
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The team assisted the AHC to establish a rational salary scale, based on three main
considerations:

* the salary scale used by the other main implementing agency of cross-border
health centers (the Swedish Committee for Afghanistan);

* the personnel qualifications recognized by the Ministry of Public Health before
the war;

* the length of training (as indicator of their level of functioning) for the thousands
of mid-level health workers trained by different NGOs in Pakistan and Iran during
the war time.

A complete listing of that scale is given in Appendix IV - 1

The scale was initially drawn up in Afghan currency. The constant fluctuations of the Afghan
made the team decide after one year of the program to issue salaries in Pakistan Rupees.

1.3. Staffing Patterns:

Aiming for a compromise between the WHO standards for a PHC pyramidal health system, and
the still available human health resources in rural Afghanistan during the war (mainly BHWs and
mid-level health workers trained by thousands by other NGOs), staffing patterns were
determined as follows:

* a Basic Health Post was staffed by one BHW working at the village level;

* an MCH Post, by one female health worker with at least one year of health
training;

* a Basic Health Center (BHC), by two to four medical staff having at least
together a sum of thirty months of medical training, and up to three additional
non-medical staff;

* an MCH Clinic had the same staffing level as a Basic Health Center or
Comprehensive Health Center, but at least one female mid-level health worker;

* a Comprehensive Health Center (CHC) had the same number of staff as a Basic
Health Center but included one M.D., and three to five in-patient hospitalization
capacity. No food was provided by the AHSSP to the hospitalized patients;

* a small hospital, by at least two M.D, two to three diploma nurses, four to five
mid-level health workers, four to five non-medical staff, one administrator and
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one storekeeper, with 10 to 15 bed in-patient hospitalization capacity. Food
allowance was provided for hospitalized patients;

* a Referral hospital serving several provinces by five M.D.s (including two
specialists), 14 nurses or nurse's, aides, five mid-level health workers, two
pharmacists, an x-ray technician, two laboratory technicians, two dental
technicians, three administrators, and non-medical personnel.

Additional specialized staff could: be assigned to these facilities:
one dental technician in BHCs, CHCs, and small hospitals

one laboratory technician in CHCs, small hospitals, and sometimes in well staffed
BHCs.

one x-ray technician in small hospitals and sometimes in CHC if very active and
far from a small hospital.

During the life of the program, MCH and preventive medicine activities (EPI, ORT) were
integrated into the facilities discussed above.

1.4 Medical Supply System and Transport

As explained in Section VII Procurement and Supply Management, the AHSSP used a kit system
which was certainly the most practical system at this stage of development of the health services
in Afghanistan.

In order to minimize the risks of intentional or accidental losses and to facilitate the transport
of supplies within the tribal areas of Pakistan, the medical supplies were not issued to the
providers from Peshawar but from the Pakistan-Afghanistan border. At the beginning of the
AHSSP and with tb<5 support of the political parties of AHC and RHAs, the AHSSP could use
a part of the tanzecm warehouses located on the Paksitani side of the 2,000 kilometer long
border between Pakistan and Afghanistan. At the 10 main commercial and logistics entry points
(see map IV - 1) 22 warehouses were available, each with one monitor issuing the supplies.
Later in the Project, as part of the development of a decentralized health system, 12 additional
medical warehouses were established in various regions inside Afghanistan and supervised
directly by the RHAs. This allowed the gradual shifting of the health delivery system from
Peshawar/border based warehouses to the regional warehouses inside Afghanistan. Up to FY-
1991, 75 % of the health posts and 40% of the health facilities were resupplied from Peshawar
through the border warehouses. From FY-1991 onwards, region after region, the health delivery
system was gradually shifted to the regional warehouses, dispatched all over Afghanistan and
supervised by the Regional Health Administrations. By December 1993, 37 % of the health
posts and 18% of the health facilities were resupplied from Peshawar through two warehouses
located at the border (on the Afghan side). These were the posts and facilities located in the
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eastern provinces, nearby the border. The rest of the posts and facilities were resupplied from
the regional medical warehouses.

No AHSSP transport was used inside Afghanistan. Health providers used the available local
public and private transport system. This involved mostly mules and horses in the mountainous
regions, and camels, pick-ups, and trucks in the central and southern provinces. This way of
transporting supplies allowed the AHSSP to keep a low profile when shifting medical supplies
all over Afghanistan. It certainly minimized the losses of supply kits, estimated at 4% to 5%
of the annual budget at the beginning of the program. A secondary advantage was the income
it provided to in-country transporters, thus diminishing the pressure to become refugee.

In order to increase the cost-effectiveness of the transport and the safeguard the supplies, special
packaging was used which involved:

. ' taking the tablets out of their industrial packing and putting them in plastic
containers;

wrapping the cartons with strong plastic bags to keep them dry in case they fell
into water;

wrapping the entire carton with a strong, brown jute or canvas bag.

2. STRENGTHENING MANAGERIAL CAPABILITIES OF THE COUNTERPARTS

2.1. Major Afghan Partners for Cross-border Activities

The AHC had been the identified partner from the beginning of the program. Because of its
limited implementation capacity, other possible partners were identified and included in the FY-
1988

The question before the AHSSP was to find a feasible compromise between only working
through the AHC or getting tied up into a setup where it would have to deal with hundreds of
partners claiming "authority" over a part of Afghanistan's soil and/or population. In identifying
additional counterparts a number of factors were taken into consideration:

* inability of the AHC to establish and manage basic health systems in the
identified area;

* a civil administration existed in the area, able to provide services in several
districts or provinces with enough military and political backing to ensure relative
stability in the region of its implementation;
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* the interest in health services was expressed by the existence of a functioning
health committee within the civil administration.

The AHSSP ultimately worked with five main institutions where all ethnic groups were
represented and whose implementation capacity covered most of the rural Afghanistan:

* the Alliance Health Committee (AHC) which became in 1989 the Ministry of
Public Health (MOPH) of the Afghan Interim Government (AIG) based in
Peshawar;

* the Health Committee of the Supervisory Council of the North Area (SCNA)
based in Takhar Province, which demonstrated its ability to strengthen and
expand health services in the north and north-east provinces. The military and
political structure backing it wa* officially created in 1984 and was led by
Commander Ahmad Shah Massoud who became the Minister of Defense of the
Islamic State of Afghanistan after the fall of the communist regime in 1992. The
AHSSP support for SCNA began in 1987;

* the Health Committee of the South and Southwestern Area (SSWA), based in
Herat Province which was established in 1982. The military and political
structure backing it was led by Commander Ismael Khan who in 1992 became the
Governor of this area of the Islamic State of Afghanistan. The AHSSP support
for SSWA began in 1988;

* the Health Committee of Central Afghanistan (HCCA), based in the Shiite
population. The AHSSP support for HCCA began in 1989.

* the Health Committee of Paktya and Pakteka (HCPP) provinces in the east,
backed militarily and politically by Commander Haqani. The AHSSP support for
HCPP started in 1991.

The map IV - 2 illustrates the area of implementation of each of the RHA; the blank spaces are
basically the area of implementation of the MOPH.

2.2. Personnel System Management.

The Afghan counterparts were selecting their own staff and employing them, according to the
staffing criteria agreed upon by the AHSSP counterparts and the Technical Assistance team. A
few other procedures were required before enrolling the candidates into the AHSSP payroll:

* certificate of qualification given by the Medical Certification Sub-committee after
oral, written and practical examination (see Section I. Training);
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* certification from the main health support donor agencies (Swedish Committee for
Afghanistan and International Medical Corps) that the candidate was not already
on their payroll in order to reduce risk of duplication.

At the request of the AHC/MOPH and the RHA, the MSH Field Operation Department was
processing the entitlement for salaries of personnel and cost for transportation of supplies,
according to a fixed length of issue (six months for most of the provinces, and three months
for the very nearby eastern provinces); at the same time, supplies went sent to the border-
warehouses and regional warehouses.

The MSH Finance Department was issuing advance funds directly to MOPH and RHA, against
financial receipts of the last financial issue (signed by each employee). The MOPH and RHA
were disbursing salaries and costs for transportation at the time of the resupply of the facility;
this time of the coming of the personnel to MOPH or the RHA Administrative Centers were
utilized for evaluation interviews of the health workers and for sending them for one week
refresher course at the Institute of Public Health in Peshawar or in the Regional Training Center
inside.

As it was the case before the war in Afghanistan2, the turnover of the staff working in the health
facilities was high. The following table shows the categories and number of staff still supported
in the health facilities at the end of the program (HOP) and the number of staff cancelled
duringthe life of the program (LOP). The number of cancellations reflect the turnover, the
monitoring results and the phase-down of the program.

In April 1992, after discussions with the counterparts, the AHSSP's team decided to cut by 50%
the salary of the staff of health facilities as an incentive for expanding the implementation of
"fees for services" scheme at the facility level. By October 1992, the number of staff working
in. the health facilities was reduced by almost 30% as a strategy for the phase-down of the
program: the non-medical staff in C-2 was reduced from three to one person, and in a C-l from
three to two persons; medical staff was reduced from a maximum of four to a maximum of three
persons in C-l and C-2.

Ronald W. O'Connor, Ed., Managing Health Systems in Developing Areas:
Experiences from Afghanistan, (New York: Lexington Books, 1980),
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Table IV-2

Project Supported Staff in Inside Afghanistan Facilities

Category Active at EOF %/category Cancelled during LOP

M.D. 93
M.D. Ass. / Dip. Nurse 68

Nurse Helper
Med.Student
Med.Technicians 291

BHW/First-Aider 18

Pharm-compounder
Roghtiapal 6.

Anesth-Dental-
Lab-Malaria -
Ortho-Xray-Blood <
Bank Technicians ' 86

MCH Ass-Dai 13

Non-Medical Staff 214

12%
9%

37%

2%

0.8%

11%

0.2%

27%

147
148

480

104

12

99

15

1,047

TOTAL 789 2,052

Given the primitive computer environment in the beginning of the program the administrative
support system of the Technical Assistance was both manual and computerized. The manual
system, using personnel cards, was practical for dealing with the administration of counterparts
and with MSH/FM. The computerized system reflected all information written on the cards but
permitted analysis for evaluating the program progress, planning of different program activities
(specially for procurement requirements), shifting the delivery system from Pakistan to the
Regional Health Administrations inside, etc. This dual administrative system proved to be
extremely adequate when all the administrative staff of the Field Operation Department quit their
job. over a salary issue. This happened at the time the department was preparing the issue of
the final salary of all personnel inside. Within a week's time, a new administrative staff was in
place, and with the help of the Computer Supervisor the new staff could properly use the
personnel cards system and process the work on time.

80



The personnel cards system was used as well by the AHSSP counterparts in the Health Services
Department (HSD) of the MOPH in Peshawar, and in the 13 Administrative Centers of the
RHA, while the computerized -.ystem was partly used by MOPH, SCNA and HCCA.

2.3. Administrative Centers

As described in. Section I. Training, several workshops were conducted by the Health Services
Development section of the AHSSP for administrators and Senior Managers of the RHAs and
MOPH. This facilitated the formal establishment of Administrative Centers for the RHA inside
Afghanistan by 1990.

As described in Section VII., Procurement and Supplies Management, workshops were
conducted for storekeepers and formal regional medical warehouses were established by the
RHAs, at the same locations as the administrative centers. The regional training centers and
regional freeze point for the EPI activities were also established at the same locations. With this
set-up, an administrative and technical nucleus existed at the regional level, and sometimes,
depending upon accessibility, at a provincial level as well. This nucleus was able to oversee the
personnel management, maintain financial accountability according to the MSH requirements,
provide technical support to the personnel and resupply the medical posts and facilities.

The MSH Field Operation Department provided technical assistance for strengthening the RHA
and HSD/MOPH administrative capability in the delivery system and their supervision system,
and evaluating feasible health care financing schemes with the assistance of the AHSSP Health
Services Development Advisor (for details of the health planning sessions and the conceptual
computer assisted health planning model see Section HI., Health Services Planning and
Development).

The following table shows the administrative staff supported in the administrative centers at the
HOP, and the number cancelled during the LOP as result of turnover and monitoring and
reduction of staff during 1992 first phase-down of the program.

Table IV - 3

Project Supported Afghanistan Administrative Centers Staff

Category Active at EOF %/category Cancelled During LOP

Regional H.Officer and
Dep.Reg.Off-Prov.H.Off

Adm.Director-Adm . Asst

9

30

Q.6%

21%

5

30

Account Off- Cashier
Fiscal Off- Insp.Off 20 14% 12
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Typist clerk

Log.Off-Supervisor-

12 8%

Monitor

Procurement Off.

Computer Operator

Storekeepers

Driver

Radio Operator

Peon-Watchman-Cook

! 16

2

3

- 22

1

0

27

11%

0.1%

0.2%

15%

0.07%

0%

19%

19

4

0

20

6

1

27

Total 142 131

Like the other expatriate personnel, the F.O; technical advisor was only allowed to go inside
Afghanistan in the last year of the Project. Technical assistance was provided in three ways:

* Using a permanent contact, which, was the Liaison Officers of each Regional
; Health Administration, appointed by the RHA's Directors and posted in their
f Peshawar Liaison Offices supported by the AHSSP. Joint weekly meetings were

held with the Liaison Officers of all RHAs for discussing and solving the
managerial difficulties encountered by the counterparts. On several occasions,
particularly when shifting the delivery system from Peshawar, and on health care
financing schemes, joint weekly meetings were held with the RHAs and MOPH.
For MOPH, the counterpart was the Director of the Health Services Department,
located in Peshawar. Weekly meetings were held with the Director of HSD of
MOPH.

* , Through the monitoring visits; by 1991 a special questionnaire was developed
and given to some monitors (selected from the support administrative staff of the
Monitoring Unit and trained for conducting evaluation) for evaluating the
performance of the administrative centers and medical warehouses and providing
ongoing training on site, and reporting to the Field Operations Advisor .

* through a "remote control" system using a comprehensive computerized
Management Information System put in place in the Field Operation Department.
Details of the annual medical resupplies sent to each medical warehouses were
entered into our database. In return we were getting bar * from each medical

12



warehouse the issue tickets showing the number of kits issued to each facility.
Anytime, we could have a clear idea of how many kits of supplies were
remaining in each warehouse.

To strengthen communication and supervision systems, staff positions of Logistic Officers were
created to facilitate communication between the Liaison Offices and their RHA's headquarters
inside Afghanistan, and to carry out field assessment visits of their health posts and facilities
within their region. For this last activity, the Logistic Officers were trained by the MSH
Monitoring Unit.

By 1993 all the separate Liaison Offices were closed in Peshawar (except one combined office
with one representative from each RHA) and were moved to Kabul when security permitted
during the 1993. The argument for accepting the establishment of administrative centers in
Kabul for the RHA was that it would facilitate a continued coordination with the MOPH, and
contacts with .other donors (one of the main preoccupation of the RHA, knowing that U.S.A.I.D.
had decided to stop support to the basic Health Posts and non-MCH facilities at that time).

3. RATIONALIZING BASIC HEALTH SERVICES THROUGHOUT AFGHANISTAN

In coordination with the Health Service Development and the MIS sections of the AHSSP,
emphasis was put on expanding implementation in the underserved areas in Afghanistan.

3.1. Placement Criteria

This was certainly one of the main effort of the Field Operation Department and an urgent
matter as was indicated by a map of location of health resources produced by the Coordination
of Medical Committees (CMC) in 1988. There was already a heavy emphasis on the eastern
provinces and almost no facility was being supported in the Hazarajat (central Afghanistan).

Early in 1988, a computerized "Clinic Selection System" was put in place as a tool to establish
priorities for establishing new clinics. This system has proven to be a valuable means to discuss
health facility implementation management on other than (party) political basis with the AHSSP
counterparts. The results were not taken as a decision, merely as a base for discussion with
concerned counterparts in the MOPH and RHA. The end result was a rating of the clinic against
the (im)possible 100 of the "ideal" clinic. It served to discern clearly unacceptable clinics, from
those acceptable by all means and those acceptable, if one or more of the parameters was
upgraded by the requesting institution. It was understood that, before submitting a request for
establishing a new facility, the counterparts (MOPH and RHA) had already reviewed in depth
many of the non-technical implications (politics etc..). Therefore, little thought was given to
those factors in this computerized Clinic Selection System, since they were outside MSH's orbit.

The rating of one "ideal" clinic was:
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Population Factor: 45 score, if the clinic requested was located in a district where less
than one clinic per 30,000 people existed. The ACBAR (Agency Coordinating Body for
Afghan Relief) database and later the WHO database were utilized.

Medical Staff Factor: 30 score, if two to three medical staff were proposed, combined
medical training equal or more than 30 months.

Medical Certification Board Factor: 10 score, if the complete medical staff had been
evaluated by the "Medical Certification Board".

PHC System Factor: 15 score, if seven or more BHWs were working around the location
of the requested clinic and if the Population Factor was superior to zero. The AHSSP
database was utilized.

A Duplication Factor was also considered to ensure that checking with other main suppliers had
been done, to avoid duplication.

By 1990 the WHO database became available and more detailed information was put on maps.
Each request for a clinic was assessed on:

* its exact location in the district;

* the 'distance and natural obstacles from the other existing clinics (in order to
reduce the risk of redundancy);

* the ability of supervision of the local authority proposed by the counterpart based
on past experience of the AHSSP through the previous monitoring results.

In order to maintain a balanced distribution of health resources, the placement criteria which
remained the most important during the life of the program was the population coverage per
facility i.e:

60,000 to 80,000 inhabitants for a small hospital;
20,000 to 30,000 inhabitants for a BHC and a CHC;
5,000 to 10,000 inhabitants for a Basic Health Post.

This factor proved to be most efficient for the Afghan counterparts to focus on the underserved
areas.

3.2. Provincial Health Resources Survey

Working on a daily basis with the WHO and ACBAR databases showed that a lot of
discrepancies existed between facilities/health workers claimed and those actually in place.
Therefore, after disqussions with WHO, it was decided that the AHSSP would initiate,
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implement and analyze a provincial health resources survey based on the information provided
by the WHO database. Because of the climatic constraints and the six month U.S.A.I.D. ban
on humanitarian assistance, it took two years (1990 and 1991) to complete the survey. We sent
49 permanent monitors and 49 contract-monitors (mainly introduced by the RHA and MOPH)
to survey all the 29 provinces of Afghanistan. Data was processed and analyzed by the MIS
section of the AHSSP and results were communicated to WHO as they came in.

3.3. Coordination with CMC, ACRAR and WHO.

The main coordination efforts related to Field Operations' issues focused on:
* salary scales; . . .
* list of essential drugs

I * staffing patterns and classification of health facilities.
I * updating regularly the WHO and ACBAR databases by providing the AHSSP

Field Operation's data: two types, of data were particularly essential: the results
of the monitoring eliminating the canceled clinics, and the exact location of work
of the BHWs and clinics; this last type of data took a large part of our efforts
during the LOP;

* checking duplication in payrolls within the AHSSP and with other suppliers;
* avoiding redundancies in the implementation of health resources with other

suppliers;
* assessment of quality of care; and
* assessing emergency assistance needs and coordinating with other suppliers.

Health Care Financing Schemes were reviewed and discussed, on a dialogue basis, with the
NGOs members of ACBAR.

4. COORDINATING THE DEVELOPMENT AND OPERATION OF A COUNTRY-WIDE
MONITORING AND EVALUATION SYSTEM

It was a challenge to support health services.all over Afghanistan from Peshawar under war
conditions. An additional constraint for technical assistance, evaluation and monitoring for audit
purposes was the ban on expatriate advisors going into Afghanistan during the first six years.
In March 1987 a monitoring system, independent from, the counterparts, composed only of
Afghan citizens was designed. It was approved by the U.S.A.I.D. in October 1987. The
objective of the monitoring system was to measure program progress in the field, both for
reporting to U.S.A.I.D., and as a feedback for the TA team, in order to assess the degree of
success of chosen strategies and to adapt changes, where necessary.

During the "aggressive implementation phase" of first five years, the system therefore aimed to
monitor supplies, field workers, and facilities. In the consolidation phase, more attention was
given to evaluation of management at health facilities and administrative centers.
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identified

v " Pr°gram W0uld * pronc to risks of div<*«°n of funds andities, well known to the agencies already operating in a similar fash™

AHC/MOPH was based in Peshawar as well, and was running several hosoitals

the easy accessibility of the border provinces home to the majoritv of the
refugees, and consequently the Peshawar-based counterpart staff, ZSeviubt
focus the attention on these provinces; inevitably

*" °f °f

4.1. Design for Monitoring Supplies:

The monitor in-charge of the border-warehouse was responsible for:

* proper storage of the supplies;

screening the private pharmacies at the border for resold Project supplies;

BHW or health faciiity represcntadve

helping the health provider to find the first caravan to their destination;

reporting the departure of the health provider with the date of crossing the border
and the actual cost for transportation to reach his destination;
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'
* providing bi-monthly reports on the freight cost per seer (seven kilograms) to

each district from the point of entry.

RHA: supplies were accompanied by a monitor and an RHA representative to the regional
medical warehouses inside Afghanistan. The monitor received a receipt from the storekeeper in-
charge of the warehouse for all supplies delivered. The storekeepers, trained by the AHSSP,
managed the warehouse and issued supplies to health providers against a receipt which was sent
back to the Field Operations Department through the RHA Liaison Offices. Regular reports on
the cost of transportation to each district from the regional warehouse was provided by the RHA,
and double checked by the MSH monitors.

4.2.' Decipi for Field Work and FudliUcr,

Being provided with the location of the facilities, the names of the personnel and their
qualifications, and the names of the general and local commander supervising and providing the
security of the facility, the monitors had several tasks in the field:

* to verify the commander's perception of the activity of each BHW and facility
through a written statement. If the commander was absent, letters from three
other commanders, including .one of the same political party had to be submitted.
In order to avoid political problems in the field and in Peshawar, a monitor's
report not meeting these criteria was not accepted and the monitor had a
corresponding portion of his salary reduced; ,

* to take picture of workers holding a sheet of paper with their code numbers, and
to obtain a signed statement certifying that they had been met by the monitors;

* to take a picture of the building of the facility, the medical store, and the main
patient examination room.

* to complete a short questionnaire which detailed the information from the
monitor's field visit about each person and assessed the community's perception
of the activity of each BHW and facility.

i

With time and formal additional training, the monitors became skilled in evaluating the
management of an area health system, and the performance of the BHW and facility. Through
an additional short questionnaire, they were providing information about:

* additional need requirement for facilities, or maldistribution of resources showing
the presence and distance of other facilities around an AHSSP supported facility;

* estimated number of patients seen per day;
• • ' ;

* catchment area of the facility;

u»«,
< •
«,f . i•
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* the accessibility of the facility, specially for women and children;

* presence of private pharmacies in the surrounding area;

* use of fees for services by the health providers, and how much;

! * performance of the warehouses and administrative centers of the RHA
i
• * knowledge and awareness of the communities about the danger of
1 expired drugs

Their observations were vital in improving health services.

4.3. Selection of Monitors

Selection of the monitors was critical to the system. The Deputy of the Field Operation Advisor
who was in-charge of the Monitoring Unit was a key person in this process. He himself had a
long standing experience of organizing and supervising supply caravans for one of the larger
mujahideen faction during the war, thus having in-depth knowledge of all the problems on both
sides of the border. Having himself a high sense of responsibility, discipline and human skills,
he defined the main criteria of selection of monitors as:

* sense of responsibility, self-discipline, and morality;

* experience travelling cross-border during the war;

* experience with logistics within well known disciplined fronts and/or civilian
resistance administrations;

* good physical condition (a large part of the travelling was by foot);

* minimum of 12th grade education; and

* immediate family residing inside Afghanistan or very recently arrived in Pakistan.

Working knowledge of English was only required for the translators.. A balance between people
from different areas was aimed for, in order to be able to do surveys all over Afghanistan.

The Monitoring Unit had two components: one for the monitoring activities taking place in
Pakistan (transport of supplies from the Warehouse to the border and the border-warehouses'
activities) and the other monitoring activities inside Afghanistan. The management supporting
staff for the two components was composed of 24 Afghan employees. The Pakistan monitoring
unit included 12 monitors to accompany the supplies to the borders, and 29 border monitors
(22 monitors posted in the border warehouses and seven monitor supervisors posted at the seven
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border crossings) The Afghanistan monitoring unit included 30 permanent Afghan
ttd £ to 40tJtors Jh year hired on a contract basis to accompany the^nnanen
« rnleir surveys. The above figures reflect the maximum personnel employed at the

peak of the monitoring activities of the AHSSP.

4.4. Operating Strategy

Each vear's monitoring was based on the experience of the previous year, and each province was

northern and western provinces.

The relative gap between the two activities during the first two years of the program is_due to
«veS ttor^the data provided by the monitoring system was £»%^£*£!l
year (1987-1988); and until the third quarter of fiscal year 1989, about 240 BHWs ̂ ™"£
every four months, all over Afghanistan. To get a monitoring report on all of them took almost

| a year.

' To supervise the activities of the monitors, several methods were used including:

comparing the photos taken of buildings of the clinics from one survey to the
other;

! * comparing the signature and photo of the personnel taken during the visit of the
. . monitors with the signature and photo of the personnel provided at the time of
1 their enrollment in the payroll;.

* use of photographic cameras with secure dating mechanisms;

* informing the monitors of their destination only on the morning of
their departure, etc.

4.5. Information Systems for Monitoring

A computerized information system was developed after a year's operation, using one short
oueTtionnaire for the border monitors, and another questionnaire for monitors going inside to
virit tte health facilities. Questionnaire data was added to the information already provided by
tom7nitoTs at tob^ders, and by the administrative department of Field Operations which
U^S date of issue of salary, date of interview in Peshawar at the time of resupply, etc..

This database allowed division of the status of health workers into four main categories:
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* active: those seen by the monitors in the field (who had photos, signatures, and
• letters from the commander and population as proof), plus those not seen in the

field but present in Peshawar for their resupply at the time of the visit of the
monitors, or those officially on continuing education course in Peshawar;

* inactive: those who had not been found in the field and who had no official
i reason for absence;

j * ? questionable: those for whom we did not have enough information to make a
| decision (designed by a question mark in the database); and
i
: * cancelled: those who had been found inactive in two monitoring surveys, or those
< who had sold their medicines without crossing the border, and were therefore

excluded from further Project support.

For the "inactive" or "questionable" facilities, when urgently needed, a Special Monitoring Team
was sent out to the field, in addition to the regular scheduled monitoring missions, to get a new
result.

4.6. Outputs and Use of the Monitoring System

The monitoring results influenced many operations: the logistics support system, the organization
of health services inside, the administrative support system, and the financial control system.
All monitoring results were entered into a very comprehensive Management Information System
(MIS) which provided:

* information on procurement needs for the next order of supplies and information
for the Warehouse output requirements;

* data on the distribution of health services, to aid in relocating BHWs and health
facilities away from overserved areas, particularly the most accessible border
provinces;

* information for issuance of salaries and supplies according to the time spent by
the health workers in their facility. For example, a BHW paid in advance for 6
months, who was found to have worked only three months, would have his salary
reduced by three months at the next resupply;

* feedback for the financial system, with an independent report on the use of funds
by health posts and facilities.

From the beginning of the Project until the end of First Quarter of FY-94 10,734 reports on
Field Operation activities were brought back by the monitors from Afghanistan. MSH
Monitoring Unit has monitored 2263 BHWs including the MCH Posts (only eight have not been
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monitored during the LOP) and 291 Basic, MCH, and Comprehensive Health Centers and
hospitals (only one has not been monitored during the LOP). As a result of the expanded and
improved monitoring surveys, MSH support was withdrawn from 1,223 inactive or redundant
BHWs and 135 clinics, and hospitals. Monitoring results indicate the following results:

Basic Health Posts

R
Ml

2!

3
5

1̂

HA MOPH
ts surveyed) , (1747 posts surveyed

J4 (49%) ' ' 482 (28%)
H (7*) 59 (3%)
!6 (12%) 112 (6%)
17 (31%) 1076 (62%)
5 ( 1 % ) 18 (1%)
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In addition, 43 trained BHWs who did not have their own Basic Health Posts and were working
in Basic Health Centers are excluded.

Basic, MCH and Comprehensive Health Centers and Hospitals

RHA
(160 facilities surveyed)

77 (48%)
7 ( 4%)

27 (17%)
49 (31%)

MOPH
(131 facilities surveyed)

38 (29%)
4 (3%)
3 (2%)

86 (66%)

were "active"
were "inactive"
were "questionable"
were "cancelled"

Figure IV -4

160

MONITORING RESULTS'
BY PROJECT YEAR

1988 1989 1990 1991 1992 1993

Active Not work«d -*e- Conceited

These results reflect differences in performance: the RHA appear to be better able to select sites
for new facilities and BHW according to the needs and to supervise them afterwards. The major
reason was certainly the RHA's ability to involve the community in decision-making about new
facilities and in the supervision system. The MOPH based outside the country had less links
with and support of the communities. MOPH it did not counterbalance this disadvantage by
promoting an efficient monitoring system. MSH monitoring results were always provided to the
RHA's managers and MOPH/HSD to assist their administrative support systems and to further
development of health services. With time and facts, the monitoring system was accepted by
the communities and the counterparts.
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Some remarks about the above mentioned monitoring results: about 10 facilities were cancelled
through the phase-down planning for final issue of supplies started early in 1993. Even with
positive monitoring status, those clinics which had not come for resupply for about a year said
a half were cancelled. Two active clinics were cancelled due to the redundancy exercise
requested by U.S.A.I.D. And two other active clinics were cancelled because of the ban
imposed by U.S.A.I.D. on three districts in Afghanistan, due to security reasons.

One of the findings of the monitoring was the community participation in supporting the
establishment of most of the health facilities, by providing building (the AHSSP did not provide
funds for renovation of clinic buildings) and basic furniture, carpets, curtains, etc.

We took the opportunity of the six months of the ban of U.S. A.I.D. on humanitarian assistance
for all Afghanistan in 1991, to select and survey specific provinces to find out how the health
system was reacting to the suspension of the issue of salaries and resupply operations to the
BHWs and health facilities. The majority of the facilities .located in the Hazarajat (central
Afghanistan) were still active and getting fees for services and prescribing medicines through
the private pharmacy system. The personnel of those facilities had been informed by their
Regional Health Administration about the ban and the necessity to keep active the health
facilities by using this strategy. The majority of the facilities supported by the AHSSP located
in the eastern provinces where more assistance was provided by other donors, had closed down.

At the end of 1993, the monitoring reports showed that about 90 health facilities were getting
fees for services ranging from 50 Afghanis per patient examined to Pakistan Rupees 4 (about 200
Afghanis). An average of 30% to 40 % of the patients seen at one clinic were participating.
Therefore, the revenues generated at a clinic level through the system of fees for services were
still very low by the end of AHSSP (in the best, case, equivalent to less than 2,000 Rupees per
month).

4. CHALLENGES AND CONSTRAINTS

Many of the challenges and constraints faced are discussed in the foregoing discussion.
Specifically these may be categorized as:

A. Balancing the Distribution of Health Resources all over Rural Afghanistan.

This challenge was made more difficult by two constraints:

"* to work only with the Alliance Health Committee at the beginning of the program
where decisions were influenced by internal and complex politics; the distance
taken by the AHC from the people inside Afghanistan due to the fact that they
were based in Pakistan did not help as well.
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* to work in an uncertain technical foreign environment among NGOs where the
lack of knowledge of Afghanistan, the preference for emergency assistance and
the quick turn-over of the personnel were predominant.

The next challenge to reduce the above two constraints was:

I * To identify and select additional counterparts to the AHSSP to meet the need of
! balancing properly the distribution of health resources without increasing the

political fragmentation. The Regional Health Administrations already existed
inside the country, created and recognized by the support of the regional
populations under the leadership of well known mujahideen fronts. These regional
administrations emerging because of the war situation (i.e lack of central
government), more than representing a political front, were representing the
various major ethnic groups of Afghanistan.

* To coordinate with the various Afghan counterparts of the AHSSP the important
technical issues of planning and implementation in order to work towards a
national system scheme

* To participate in NGOs coordination bodies like Coordination of Medical
Committees and Agency Coordinating Body for Afghan Relief, where the AHSSP
advisors were providing technical inputs to influence behavior to go from pure
relief work to more developmental work. One of the constraints to fulfill this
activity was time..

B. Inaccessibility of Updated Data on Population Distribution and Health Resources
Distribution.

Lack of updated data at the beginning of the program delayed the health implementation planning
effort.

Updating the population estimates in Afghanistan became a challenge for
U.S.A.I.D., with the presence of Mr Thomas H. Eighmy who coordinated with
UNHCR to finalize a technically acceptable update.

To get ah update, on the health resources distribution remained an on-going
challenge during the LOP for the Field Operation Department to keep an accurate
database (through regular monitoring results) and for the MIS section of the
AHSSP to coordinate with WHO and ACBAR who were trying to maintain a
general database. Great discrepancies remained between the two databases, and
between the two databases and the field for many agencies had no monitoring
capability..
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C. Implementation in an Uncertain Environment:

To operate a large scale "cross-border" program is by itself a challenge. Not to
be allowed, as technical advisor, to carry out regular follow-up work sessions in
the field with regional managers became a great constraint, and slowed down the
process of developing and strengthening the managerial capabilities of the
administrative centers and medical depots established in the RHA. Especially
after April 1992, the senior officers of the RHA were reluctant to come to
Peshawar to get additional ad-hoc training. All the administrative centers and
medical depots remained operating till the EOF; although their administrative
reporting system and financial management improved each year, their supervision
system, and particularly the strengthening of managerial capabilities at facility
level will need attention from any future technical assistance program.

Between the evacuation of the expatriate staff during the 1991 Gulf War and the
six months U.S.A.I.D ban on assistance to the entire country, the planning and
implementation process was disrupted for a whole year.

The necessity to have a comprehensive, reliable monitoring system in a program
operating through "remote control" has been an extremely demanding but
interesting challenge (see Lessons Learned)

Because of the uncertain security environment, and political changes in 1992, one
of our main emphasis was to keep track of the location of work of the BHWs and
health facilities for further planning. Change of location of the facilities and turn •
over of the staff were a comvnon practice. One benefit of the monitoring system
was that the in-charges of the facilities learnt to report to the MOPH or to the
Regional Health Administration about their change of location of work.

In large parts of Afghanistan the natural climatic conditions did not allow any
delays in planning the annual resupplies operations of the RHA. Missing the
deadline of the end of autumn for any reason, could delay the operation for at
least five months.

After the fall of the communist regime in April 1992, the main roads became
open to the transport system of the medical supplies. Within a year, the main
points of entry on the border used for the last decade by the mujahideen and most
of the health providers were closed by the Pakistani authorities. The two main
points of entry left .open were Torkham (from Peshawar) and Chaman (from
Quetta). Instead of becoming easier, the transport system became a nightmare
(for the last one and half years of the AHSSP, the route permits were delivered
irregularly, delaying some main resupply operations, specially at the time of
emptying the warehouse for the close-out).
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D. Multiple Counterparts

To work with five counterpart* was a constraint in terms of time, as it is time consuming to
convince each "player" of the need for planning and implementing delivery of viable and
sustainable health services.

Besides the meetings with individual RHA or MOPH to discuss the day to day issues, the
technical advisors coordinated sessions of work on a weekly basis including all the Regional
Health Administrations together and the AHC/MOPH.

E. Follow-on Project Expectations

During the last year of the program, meetings with counterparts focused on possible follow-on
support from other donor to maintain the system in place and actions to be taken from their sides
to maintain the system in case of disruption of support for several months. Early in 1993,
U.S.A.I.D. and MSH held several informative meetings about the closeout of the AHSSP with
the main actors in the health sector (MOPH, RHA, the European Union, UN1CEF, WHO and
Swedish Committee for Afghanistan). Early in 1994, due to the scarcity of funds available (the
termination of U.S.A.I.D. support and reduction of budgets of the remaining donors for 1994)
the above mentioned institutions requested regular meetings to design a national framework for
implementing a minimum package of an integrated Primary Health Care system in Afghanistan
which should be acceptable to the MOPH, equitable, sustainable and can be established with
the financial resources available. So far, the framework agreed upon is very similar to the one
used by the AHSSP, but has the distinction to officially recognize the regionalization of the
health system. Under the coordination of MOPH and a National Advisory Committee (WHO,
UNICEF, and NGO's with nationwide programs), eight "Regional Health Management Groups"
headed by a MOPH regional director will coordinate the implementation of the framework at
a regional level. This step forward in coordinating efforts gives a hope that at least a good part
of the human resources trained under the AHSSP and the facilities supported by the AHSSP will
be used and supported by other donors in, Insha' Allah, the near future.

5. LESSONS LEARNED

In the absence of a central government, a national scale health services delivery
system can be implemented, monitored, coordinated and improved in a situation
of open war or conflict, if the donor accepts to work without a central
government and accepts the consequences for funding level and implementation
time.

In such a situation, functional local and regional solidarity systems are more
important than the "political" realities presented to the outside world and have to
be taken into account on a priority basis for planning and implementation.
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The support to the Regional Health Administrations has been extremely important
to the success of the AHSSP and, to the definition of a decentralized community-
based health care system in Afghanistan for the present and future (as far as the
present MOPH is concerned).

Use of management tools and reaching a consensus with counterparts on technical
criteria for further implementation minimizes the role of politics, and permits
implementation in underserved areas.

One of the essential tools, specially in a cross-border program is the establishment
and utilization of a comprehensive monitoring system which serves: i) the audit
requirements of the donor and ii) the management of the program for both the
contractor and the local implementers.

A monitoring system is well accepted by the communities when UK. goals for
equity and cost-effectiveness in health resources distribution are explained to
them.

Keeping a "low-profile" operations makes a big difference in a national scale
program under a war or conflict situation, and reduces losses of goods and human
lives. For example, the transport of over 1,700 metric tons of medical supplies
donated during the. LOP was managed by the Afghan counterparts through various
existing transport systems (public and private; trucks, pick-ups, planes, mules,
horses, men). No AHSSP transport system was utilized inside Afghanistan.

When funds become scarce for developing u national Primary Health Care
system, keep on strengthening health services at the village level on a national
scale in order to meet the essential needs of underserved areas and population
groups.

Keep a strong commitment for reaching the areas known for their difficult
accessibility. Those areas demonstrate great interest in community-participation
and cost-effectiveness.

For human resources development for rural health services, selection of
candidates for training should be residents of the area which they intend to serve.
This process is largely facilitated when training centers are located in the rural
areas. Same goes for appointing trained staff in health facilities.

Flexibility is essential for successful implementation when there are so many
constraints in a cross-border program; the necessary innovative approaches chosen
for implementing the AHSSP have been the result of the cooperative agreement
between U.S.A.I.D. and MSH. On the program side, flexibility has been kept



also by the technical assistance team to let each counterpart dealing with their
own dynamic for further implementation and development.

At this stage of development of health services in Afghanistan, process for
integrating MCH and EPI interventions into the existing network of health posts
and facilities should be continued and accelerated. The great potential for
expanding MCH and EPI activities in Afghanistan is one of the main lesson
learned in the AHSSP; therefore, the remaining donors should focus on
maintaining as much as possible the network of health posts and facilities

Within a national framework, further technical assistance should continue to focus
on a priority basis on strengthening managerial capabilities at regional level and
at facility level while financial resources are scarce.

Efforts for coordination among NGO's and international organizations depend a
lot on the willingness of the donors themselves. Coordination is more efficient
when operated at a regional level among the implementers than when operated
from outside the country for the all country. Results of regional coordination
should, then, be available in a database at the national level for further planning
and policy decision making at the national level.
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V. MATERNAL AND CHILD HEALTH

Linda Tawfik, Advisor

1. INTRODUCTION

The Women's Health and Health Education program, which became more broadly defined as
the Maternal and Child Health program, was established in the summer of 1989 to strengthen
the AHSSP's inputs for women and children.

The baseline situation of services for women and children in Afghanistan before the Soviet
occupation was bleak. The presence of tanks, bombs, and destruction of infrastructure during
the early 1980's deepened the void. Despite the initial overwhelming constraints and challenges,
which will be discussed in detail, the MCH program made significant progress in laying the
groundwork for a health structure in Afghanistan which places more emphasis on MCH in the
rural areas than even before the war. Such achievements have been due to the hard work and
dedication of a core group of individuals within the Ministry of Public Health (MOPH), the
Regional Health Service Administrations (RHAs), and within MSH.

MCH program strategies and objectives were developed based on the following background
information:

* The infant mortality rate has been estimated to be 215/1,000 and child mortality,
382/1000 (the second highest in the world, after Mozambique), while the maternal
mortality rate has been estimated to be 640/100,000 live births.1

* Fertility rates, as measured in the Afghan refugee camps in Pakistan, reached world
record highs. One International Rescue Committee (IRC) study revealed a total marital
fertility rate of 13.6 percent2, as compared with a prewar measure of 9.4 percent3 in
three rural Afghan provinces. As with other countries at war, there has been a
countervailing pressure to repopulate, despite the fact that family planning would be the
single most important intervention to save women's lives.

* The adult female literacy rate in Afghanistan is less than 10 percent.

* The average life expectancy of females at birth is 41 years. More than 90 percent of
deliveries in rural Afghanistan take place at home, with untrained dais as the main source
of help4.
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* Malnutrition is a major health problem in young children in rural Afghanistan; 71 percent
of children surveyed in Takhar Province do not have any food, except milk, introduced

1 into their diet by the age of six months, and in Wardak 60 percent of children are not
, introduced to supplementary foods by this age5.

MCH Services in Urban and Ruial Afghanistan in the 1980's

MCH services were limited to the major cities in the 1980's. According to government statistics
reported in a 1988 UNICEF report, Afghanistan had a total of 45 MCH clinics (out of 214 PHC
centers). However, they were unevenly distributed with 66% of the functioning MCH clinics
located in Kabul city.' Ob/Gyn departments existed in the provincial hospitals, including those
in Kabul, Nangarhar, Ghazni, Kandahar, Paktya, Balkh and Herat. The Ministry of Public
Health of the People's Democratic Republic of Afghanistan continued to endorse family planning
throughout the 1980's, as the MOPH had before the war. Clinics throughout Kabul city offered
lUDs, pills, injectable contraceptives and condoms. Tubal ligations were performed at Malalai
Ob/Gyn Hospital in Kabul.

A national EPI program was launched in Afghanistan in 1977, but due to the Soviet takeover
and the ensuing crises of war, immunization activities were confined to the Kabul area.
Between 1984 and 1986, PDPA started an intensive EPI program with UNICEF assistance.
Coverage of children under one year of age reached 35% and 54% of the women in the 15-44
year age group received tetanus toxoid. An agreement was then reached between UNICEF, the
PDPA, the Government of Pakistan, the Seven Party Alliance, and the UNHCR to extend the
program to the areas outside Kabul. Between 1987 and August of 1988, the program expanded
to include seven additional provinces (Parwan, Kunduz, Herat, Balkh, Samangan, Laghman, and
Baghlan). Coverage in these provinces was subject to the local security situation, but the EPI
program reached populations which were both inside and outside the regime-controlled areas.7

The PDPA also launched an information-education-communication (IEC) campaign to support
these EPI efforts. Radio, television, newspaper articles, public health announcements, and
posters were use; messages were in turn carried by the population to distant rural districts of
Kabul and to neighboring provinces. Support of religious and community leaders was also
sought and extended.1

!

A national program for Control of Diarrheal Diseases (CDD) started in Afghanistan in 1983.
Local production of oral rehydration salts (ORS) had already begun in 1980. The CDD program
was initially limited to Kabul area due to the disturbed political environment, and according to
WHO, it was not considered an effective ongoing program.9

The PDPA trained a relatively large proportion of female medical doctors. Anecdotal reports
indicate that 90% of medical students at Kabul University were women by the late 1980s.10

There are several plausible reasons for this situation. The PDPA promised to usher in a new
era providing absolute equality for women; women became more visible in the public forum.
According to a 1988 report by the United Nations Development Fund for Women (UNIFEM),
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"Female members and daughters of PDPA members received seats at the university, but many
more girls were kept out of school deliberately".11 Medical doctors in the refugee areas of
Pakistan state that there were fewer male students attending the universities during the war
because they were frequently recruited into the PDPA's military.

In the rural countryside, MCH services were nearly nonexistent throughout most of the 1980s,
as they were before the war. When the AHSSP began in 1986, the scattered PVO missions that
initially ventured inside the country with female expatriates brought the first opportunity for care
to women in remote areas. However, these frontier-blazing missions were very few in number
and they primarily relied on expatriate medical personnel who would stay in an area on a
temporary basis. .

Early Evolution of MCH Servkes through the AHSSP

When the AHSSP was established in 1986 to expand health services inside rural Afghanistan and
to develop the capability of counterpart institutions to manage public health services, the
Project's first priority was to build a foundation of trained BHWs and clinics to handle war
trauma and to meet the general needs of the population. Maternal and child health services were
not a priority of the counterpart Alliance Health Committee initially due to the preoccupation
with war-related medical needs. Anecdotal reports from medical workers in rural areas revealed,
however, that most patients sought treatment for common problems such as diarrhea,
gastroenteritises, respiratory infections, worms, and accidents. This was substantiated by the
analyses of Greenbook data and later by the AHSSP household surveys (see Figure V - 1:
Causes of Death, Wardak Province, 1990).

At the outset of the AHSSP in 1986 no specific MCH program had been established, although
a primary health care approach was adopted. The evolution of MCH began with an initial phase
whereby the AHSSP included maternal and child health as a component of early BHW training.
In 1987, the Preventive Medicine Program was established which began a mass-campaign
vaccination program. During the same year, the U.S.A.I.D. evaluation recommended that the
Project be expanded to focus more on women's health and that the technical advisory team
include an advisor to initiate activities. In 1989, the MCH program officially started with the
formation of the MCH Department within the Interim Government Ministry of Public Health and
with the arrival of the Women's Health and Health Education Advisor.

MCH Program Goal and Strategies

The goal of the MCH program has been to improve maternal, infant and child morbidity and
mortality by increasing access to health information and services for these target groups.

The MCH strategies were built on the premise that the Project should lay the foundation for a
sustainable rural health care system addressing women's and children's needs. New activities
would be required to reduce maternal and neonatal deaths (approximately half of all infant
deaths-42 to 63 percent-are actually neonatal deaths, with most of these occurring in the first
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Figure V-l

Causes of Death
Wardak Province, 1990
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week). Broader approaches were needed tor child survival. Thus, to make a significant impact
on infant mortality, the overall MCH strategy was to incorporate health initiatives that deal with
the perinatal determinants of maternal and neonatal health, in addition to child survival
interventions. Recognizing the underlying need to enhance the status and involvement of
women, another strategy was to involve women in all levels of the health system, from the
household and community levels to the service delivery and managerial levels.

7 V - l

MCII Staffing Patterns

Level of Servke Type of Staff

Household level

Village level

Subdistrict level

District level

Province level

Volunteer Health Sister (MCH community health
"worker)

Trained dai

MCH post (MCH Officer or other female mid-level
worker)

MCH clinic (two to three medical staff with at least
one female mid-level worker-MCH officer, nurse-
midwife, or female doctor)

Provincial hospital with Ob/Gyn and pediatric
services (Ob/Gyn and pediatric specialists and
hospital staff)

2. OBJECTIVES

The objectives of the MCH program have been to:

Integrate MCH services into the evolving primary health care infrastructure by:
i. strengthening the capability of Afgh m counterparts to initiate and manage MCH

services;

ii. increasing the number of MCH facilities;
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iii. increasing the number of qualified female health workers at all levels of the
system;

iv. developing management systems for the MCH component of the system;
|

; v. improving the knowledge, skills, and practices related to MCH care among healih
; workers.
j

More specifically, reduce maternal and neonatal morbidity and mortality inside Afghanistan by:

i. increasing the number i«f pregnant women receiving quality care from trained
birth attendants;

ii. increasing access the care for high-risk cases and complications;

iii. increasing immunization coverage for tetanus;
i

iv. increasing the number of couples using child-spacing techniques;

v. increasing the number of women treated for anemia;
t
i vi. improving women's health knowledge, skills, and practices for Safe Motherhood
I (see specific objectives of the VHS program in Appendix V - 1)

vii. monitoring MCH, outputs, outcomes, and impact

Reduce morbidity and mortality of children under age five inside Afghanistan by:

i. decreasing the number of diarrheal cases; 1

ii. decreasing the number of acute respiratory infections;

iii. decreasing the number of infectious diseases;

iv. decreasing the number of malnourished children;

v. improving women's health knowledge, skills, and practices related to child
survival (see specific objectives of VHS program in Appendix V - 1)

vi. monitoring MCH outputs, outcomes, and impact
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3. ACCOMPLISHMENTS AND OUTPUTS

The achievements between June, 1989 and March, 1994 follow in terms of the chronological
order in which the activities were started.

Dai (Female Health Worker) Training

The AHSSP trained at least 457 dais as Female Health Workers (FHWs) at MCH facilities
which serve as local FHW training sites. A Female Health Worker is a dai (traditional birth
attendant) who is trained in a comprehensive course to deal properly with home deliveries,
prenatal health and child health in her community.

The Trainers' Manual for Afghan Female Health Workers lists the essential topics which a dai
learns in the course (the table of contents of this manual is included in the Appendices as
Appendix V - 2).

The first FHW training course for dais started in 1989 at the Taloqan Hospital MCH Clinic in
Takhar Province. A comprehensive FHW training program could be implemented in areas where
there were female staff, and the Taloqan Hospital, under the supervision of the SCNA, had four
female nurses. Organizing the first FHW training course was significant because the dai training
model became the model for other MCH training activities. Because the nurse midwives could
not travel to Peshawar from locations far from the Pakistan border, the AHSSP developed an
MCH in-service course for training male trainers in Peshawar; they then returned to Afghanistan
and trained the local nurse-midwives in setting up a FHW program. This model eventually
applied, in a modified form, to the Volunteer Health Sister (VHS) program.

The AHSSP worked together with UNHCR and all NGOs conducting dai training programs to
standardize the Female Health Worker Training Manual. The MSH MCH Department translated
the English version to Dari and produced copies for field-testing in Afghanistan, as well as in
Afghan refugee camps in Iran and Pakistan. The AHSSP translated the final standardized
manual and produced 500 copies in Dari.

Based on the WHO recommendations for a simple kit for traditional birth attendants, the AHSSP
prepared dai kits for distribution to FHW. FHWs receive a shoulder bag containing soap, razor
blades, string, gauze pads, a nail clipper, and ORS upon completion of training.

The AHSSP also purchased FHW trainer's kits, and soon incorporated them into the initial MCH
clinic supply list.

The FHWs receive no financial or other compensation from the formal health care system.

The importance of dai training tthould not be underestimated because between 62 and 75 percent
of births in Afghanistan are attended by the traditional village dai12. Although it has been
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I
reported that Afghan dais attend only .5 percent of births among Afghan refugees in Iran, the
refugee camps reflect an altered social structure due to the disruption of families and
communities who have moved to the bordering countries.

Expansion of the Bask Health Worker Role

Over 2000 Basic Health Workers, between 1989 and 1993, were supplied and trained to teach
dais key lessons on hygiene, prevention of tetanus, and control of diarrhea! diseases. In 1989,
when the first comprehensive dai training course started inside Afghanistan, interviews were
conducted with BHWs to explore if they could serve as a channel to reach village women.
Given the positive response, the MCH Department conducted a workshop for training trainers
of BHWs in order to capitalize on the coverage that could be achieved through the network of
BHWs. In coordination with the Training Department and the AIG Ministry of Public Health
Training Center, the MCH Department integrated a dai training "mini-course" into the BHW
core and refresher training.

Early assessments indicated that BHWs, on average, were training an average of 4 dais each.
The AHSSP issued more than 46,939 dai kits throughout the life of the program, the vast
majority of which were issued to BHWs to provide to dais.

Establishment of MCH Facilities

Between January, 1990 and February, 1993, 63 MCH facilities were established through the
Ministry of Public Health MCH Department, the SCNA, HCCA, SSWA, and eventually the
HCPP. Forty one were MCH Clinics and 22 were MCH Posts.

An MCH Clinic is defined as a clinic with at least one MCHO, nurse midwife or female
physician on staff and which provides the following services: preventive and curative services
for .women and children, including pre/post natal and limited delivery services, health education,
immunizations, some oral rehydration corners, and traditional birth attendant training. It was
envisioned that MCH clinics would eventually incorporate the Volunteer Health Sister program.

Initially the AHSSP also supported MCH Posts, which are defined as a qualified female medical
worker with mid-level training or higher. It was envisioned that an MCH Post would offer
preventive and curative services for women and children , including pre/post natal and limited
delivery services, health education, and, traditional birth attendant training, all on a smaller scale
than an MCH clinic. The rationale for instituting MCH Posts was that it was extremely difficult
to identify qualified female medical personnel, and when one was recruited, she often was
prohibited for cultural reasons to work in a clinic with male staff if they were not relatives. At
the same time, it was difficult to find more than one qualified female medical worker in the
same district. In order to "activate" this limited pool of human resources, the AHSSP supported
MCH Posts, and with the graduation of new classes of MCHO's it seemed a reasonable
approach. However, cancellation rates of MCH Posts eventually demonstrated that MCH Posts
were not viable.

!
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The AHSSP MCH program established criteria for setting up rural MCH facilities:

i. For rationale distribution of service, a MCH Clinic should be established for a
population of 30,000 or mere.

ii. The distance between any two MCH facilities should be at least 10 kilometers,

iii. Priority is to integrate female staff into existing clinics.

iv. New MCH facilities should be staffed by female medical personnel. Exceptions
would be made to include 1 male medical staff alongside female staff if the area
is underserved.

As the MCH program expanded its activities, the demand for MCH facilities increased (see
Table V - 2 & Figure V - 2) The success of the MCH facilities varied significantly between
counterparts (see Figure V - 3). Initially the MOPH was the first to implement clinics for
women and children with the next proposals coming from the SSWA. However, HCCA, HCPP
and SCNA proved to be the most cost-effective due to their lower rates of facility cancellations.
MCH facilities were initially established in all regions, but SSWA was unable to sustain any of
its three MCH facilities. With the collapse of the communist regime in the urban areas, the
SCNA dramatically expanded its MCH facilities in 1992.

Table V - 2

YEAR NO. OF MCH FACILITIES
ESTABLISHED

1990

1991

1992

1993

12

19

30

1

In February 1993, U.S.A.I.D. decided that all approvals for proposals for new MCH facilities
would be suspended until:
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i. the design of a project follow-on was undertaken. The rationale was to establish
new facilities only in geographical areas which would continue to be supported
with U.S.A.I.D. funds, and

ii. the majority of existing MCH facilities staff completed in-service training. The
rationale was to ensure quality services at MCH facilities.

While respecting the rationale for this decision, MSH did not agree with it for the following
reasons:

i. The demand for MCH services was growing significantly (see Figure V-2) due
to the AHSSP's efforts to promote MCH services and because of the growing
awareness of the .MCH program. Given the obstacles and constraints in
developing women's programs, it seemed more cost effective to capitalize on the
momentum rather than to "change gears" and delay support for new MCH
facilities until a new program is designed.

i Moreover, the withdrawal of Soviet troops and subsequent liberation of the
provincial capitals meant that there was suddenly a pool of qualified female
medical personnel available. Most of these female nurses and physicians had
been receiving PDPA government salaries, and, according to the counterpart
administrations, they were ready to move to nearby districts if they would be
supported by the AHSSP. (

ii. Because of extreme limitations in health care access for women, the Project's
priority was, at a minimum, to provide services by female health personnel
wherever feasible. It was important to establish a quality assurance system, and
the AHSSP began technical assessments using mobile supervisory/training teams
in 1992 to assure quality (see'VHS, FHW, & MCHO Programs Assessment
Report" Appendix V - 5). The teams consisted of the MCH staff from the
counterpart MOPH or RHAs and MSH. The purpose was to provide technical
and management support to the MCH facility staff and to provide feedback to the
AHSSP and counterparts to continuously improve the program.

iii. A requirement for in-service training was a difficult requirement to implement.
The MOPH MCH Department required in-service for new MCH clinic personnel
from the southeastern border provinces because of their proximity to Peshawar.
The RHAs in the north, central and south/southwest areas could not force their
female staff to attend in-service in Peshawar, or in Jalalabad once the MOPH
MCH Department moved there, because of poor security and due to socio-cultural
reasons which made it extremely difficult for women to travel and stay in hotels
or hostels (if these could have been arranged). On occasion, individual female
staff from distant provinces agreed to come to Peshawar for in-service training,
but this was the exception. Alternative plans were to use mobile
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training/supervisory teams and/or offer MCH in-service at the regional training
centers. However, before sufficient capacity could be build within the Ministry,
the RHAs and MSH to accomplish this (training with mobile teams was difficult
due to winter conditions ) the decision to end the AHSSP was made.

U.S.A.I. D. continued to support the training of new MCHOs through 1994, so that the MCH
Department issued MCH Post kits to the 13 graduates in February 1994.

As of March 1, 1994, 34 MCH facilities were active; IS in the north areas administered by the
SCNA; 12 of the MOPH, primarily in the southeastern region; six in the central region
administered by HCCA; and one in Paktya administered by HCPP (the provinces in the north
and central regions comprise approximately 55 percent of the Afghan population13) .

The reasons for cancellation of MCH facilities have included:

i. Lack of a power base inside Afghanistan by the Peshawar-based Interim
Government MOPH. The MOPH suffered the highest number of MCH facility
cancellations. Fifteen out of 26 (57%) MOPH facilities were cancelled; or 24%
of all MCH facility cancellations were MOPH MCH facilities.

ii. The difficulties in sustaining MCH Posts because a single female medical worker
cannot work alone. Out of the 22 MCH Posts established 13 were cancelled.

iii. Salary reductions and delays in receiving salaries at the field level,

iv. Delays in receiving supplies at the field site.

v. Female staff who had moved to rural areas to work returned to Kabul when the
communist regime fell in 1992.

vi. News about the closing of the U.S.A.I.D. supported health program.

It is not possible to specifically lay out the extent to which the last four reasons contributed to
cancellations, but these were primary reasons listed by counterpart representatives and the
AHSSP staff in Peshawar.

MCH In-Service Training

As MCH facilities began to be established, it was important to develop an in-service course for
staff who had been approved to set up MCH clinics and posts. Ms. Cathy Solter, a MSH
consultant with extensive experience in Afghanistan, conducted a workshop in early 1990 for
staff of the Ministry's MCH Department on how to manage a MCH clinic. The Ministry of
Public Health MCH Department expanded upon Ms. Seller's work to produce an MCH
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Figure V-2

Number of MCH Facilities
Established, by Year"

93

Date of Establishment
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Figure V_3

Active and Cancelled MCH Facilities
by Counterparts

30

MOPH SCNA HCCA SSWA HCCP

MOPH = Ministry of Pî llc Htolth •

SCNA = Suptrvisory Coindl of tta Norlh Arta

HCCA = Htallh CommlHi* of Control Afghanistan

HCPP = Healfh Comnlllae of Poktya k Pakleka

SSWA = Htallh ComnlltM of South ft Southwtst Area
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In-Service Manual (the table of contents of the manual are included in the Appendices as
Appendix V - 3).

Sixty-five medical personnel out of a total of 94 medical personnel participated in the three week
MCH in-service which was taught by the Ministry's MCH Department between 1990 and 1993.
The purpose of the course was to reorient medical staff to the concept of primary health care;
to strategies and interventions for reducing maternal, neonatal, infant, and child mortality; and
to develop management skills for running a facility.

Family Planning

Family planning, when significantly used in a population, can be associated with a reduced
number of infant and maternal deaths due to the potential for lowered fertility. In a country like
Afghanistan, which does not have the medical or intersectoral infrastructure to deal with infant
mortality, a lowered fertility would be associated with a decrease in the actual number of deaths
simply because there would be fewer births. Family planning can also reduce maternal mortality
because women limiting her fertility limits her exposure to the complications of pregnancy and
childbirth. By spacing births more .than two years, infant and neonatal mortality can be reduced
by half. Given these associations the AHSSP could not ignore family planning. The
countervailing pressure of the war to repopulate was demonstrated in extremely high fertility
rates in the Afghan refugee camps.

In the first major planning workshop held with the Regional Health Service Administrations in
1990, this technical information was emphasized to policy makers. The Regional Health Service
Administrations immediately began requesting contraceptives. The Interim Ministry of Public
Health adopted a family planning policy later in 1991 as family planning was introduced into the
MCHO curriculum.

The contraceptives selected for procurement were the 28-day oral tablets and condoms. The
28-day oral tablets had to be imported from the U.S. because the only Pakistan-based
manufacturer had discontinued production of 28-day tablets because of high costs and all the
other tablets available in Pakistan at that time were 21-day tablets. The rationale for selecting
the 28-day pill was that a predominantly non-literate population would find it difficult to use the
alternative form which required careful attention to the number of "skipped pill days". However,
the 28-day tablets were significantly more expensive. In 1991, after supplies were procured,
the first shipments of contraceptives were shipped cross-border.

Between 1991 and 1993, 49 health facilities (16 clinics administered by HCCA and 33 MCH
facilities) received contraceptive supplies.

Support for MCH Officers

The AHSSP's Training Department developed a new category of female mid-level health worker
in 1990, the Maternal and Child Health Officer, to meet the objective of increasing the number
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Figure V-4

MCH Facilities Providing
Family Planning Services

Not Providing F.P (15.4X)

Providing F.P (84.6%)
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of qualified female staff. The MSH MCH Department developed geographical criteria for the
recruitment of MCH Officers. The Ministry of Public Health MCH Department supported the
development of the MCHO training program by establishing practical demonstration training
sites for clinic-based and community services. The MCH program assisted by integrating the
Female Health Worker and Volunteer Health Sister programs into MCHO training and provided
technical assessments of the MCHO's performance at their clinic sites after they were fielded.

The Pilot Volunteer Health Sister (VHS) Program

The MCH Department initiated an innovative pilot Volunteer Health Sister program in 15 sites
in Afghanistan as well as in a demonstration site at a Peshawar refugee, camp beginning in 1992.
The VHS program trained 164 (mostly non-literate) village women, between 1992 and the end
of 1993 in the northern region, central Afghanistan, and in the southeastern zone.

The VHS is a new category of female health worker patterned after the Urban Volunteers in
Bangladesh. The rationale for the VHS is that there is a need to:

* Develop low cost household and community-based solutions to health problems
to assure attainability of health irj/erventions in poor communities.

»

* Target women for preventive health strategies, since they are the caretakers of
children and the family.

* Target women because women from the community are the most effective
outreach workers to reach other women.

* Focus on preventive health services while simultaneously providing a balance of
curative care.

. * Develop a link between the household and the formal primary health care
providers and facilities.

Although the dai in Afghanistan has traditionally assumed the role of the community health
worker for women's health, her services are primarily used only at the time of a delivery. In
contrast, VHS's role is that of a MCH outreach worker who promotes child survival and safe
motherhood to all women (whether child bearing or not). The VHS is not necessarily a
traditional birth attendant; a VHS can be any women in the community, literate or non-literate.

A VHS works as a volunteer to extend health information and services related to personal
hygiene and environmental sanitation, control of diarrheal diseases, common cold and
pneumonia, immunization, nutrition, safe motherhood, and injury prevention and first aid. The
VHS is responsible for visiting households within her extended family or community to promote
preventive health, treat simple illnesses like mild dehydration, distribute basic supplies such as
soap and ORS, and to refer cases which require more sophisticated care. The VHS is an
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important member of the health team at the community level, alongside with the BHW and the
FHW (trained dai). There is a great need to bring health information and services into the
household especially because of the cultural constraints of purdah which make it difficult for
women to seek care outside the home or from male health workers.

I

The Ministry and the Regional Health Service Administrations (except for the SSWA) nominated
representatives tc work as a team to develop the VHS program. Criteria were developed for
selecting health facility sites for piloting the program. The team selected 16 sites for pilot
implementation: 11 BHCs/CHCs, three MCH facilities, and one Training Center in the
northern, central, and southeastern areas and one demonstration site in a Peshawar-based refugee
camp. MSH, in collaboration with the Ministry MCH Department and the Regional Health
Administrations, conducted a series of four workshops to train "VHS trainer/supervisors" from
the staff of the selected facilities. Dr. Diana Silimperi, a Senior Technical Advisor from MSH
who had guided the model Urban Volunteer program in Dhaka, Bangladesh, provided technical
assistance to the AHSSP, including three on-site visits to Peshawar.

VHS kits were prepared, consisting of a shoulder bag containing posters, a liter measure, soap,
ORS packets, a marker pen, and pictorial monitoring record. VHS receive a kit during training,
but they receive no financial or other compensation from the formal health care system.

Although the VHS program has progressed steadily in terms of developing management systems
and receiving strong support from the communities where it has been implemented, there have
been difficulties. Of the 15 initials sites in Afghanistan, only eight remained by mid-1993 due
to cancellations facilities. One third of the cancellations were due to "clinic redundancy". (The
VHS Pilot program was being tested in BHCs and CHCs, as well as in MCH clinics, in order
to test the feasibility of conducting MCH outreach through clinics with male staff. The
assumption was that MCH clinics could effectively run such a program, but if the VHSs could
be trained and supervised from BHCs and CHCs, the program could have a significantly greater
impact by having a wider coverage). The 1992 policy to cancel or move AHSSP facilities which
were within 10 kilometers of another facility, had a negative effect on the VHS program. Five
of the 15 VHS were being carried out at BHCs and CHCs which were considered "redundant";
salary and supply support for these clinics was discontinued and therefore for the VHS program
as well.

The VHS sites with female trainers were more effective and more productive in training VHSs
because the trainer/supervisors have direct access to community women. However, the male
trainer/supervisors were able to conduct the program. Male trainer/supervisors generally
initiated the VHS program by training their relatives, and relied on indirect supervisory methods
when supervising those who were not relatives. Indirect supervisory methods included
questioning patients at the clinic who had been visited by a VHS, by asking male relatives of
the patient about the kind of services provided by the VHS, or by asking the male members of
the VHS about their own knowledge and skills related to the VHS curriculum.
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The AHSSP developed a Volunteer Health Sister Program Training Manual in English and Dari.
This training manual was written for MCH and VHS program managers as well as for VHS
trainers responsible for establishing the outreach program. The manual includes the curriculum
(seven core modules) to be used in training local volunteers (the table of content of this manual
are included as Appendix V - 4).

A baseline survey was conducted which would enable the Afghan community, donors, and
implementing agencies to measure the effect of the program had further humanitarian support
been forthcoming.

Monitoring and Evaluation

Monitoring and evaluation of the MCH program took place at several levels. . First, the Field
Operations monitoring system applied to all MCH facilities. Monitoring teams travelling to rural
districts checked to see if MCH facilities were in operation and if staff were present. An
additional questionnaire was included for monitors to make note of specific MCH activities, such
as dai training, immunization, and nutrition education.

Special assessment teams of physicians were sent semi-annually to examine the overall MCH
program from a technical perspective. In all nine teams were sent, each team assessed eight to
12 facilities. Most facilities were assessed more than once. In all, twenty five out of the 34
active facilities, were assessed. Assessment tools for clinic management, the dai training
program, and the Volunteer Health Sister program were developed for these assessment trips
(see Appendix V - 5 for the latest assessment report).

Questions pertaining to moibiuiiy and mortality among women and children and to behaviors
related to pregnancy, delivery, and weaning were included in the household surveys conducted
in Takhar, Wardak, and Ghor provinces to provide epidemiological information.

Lastly, the MCH program conducted a baseline VHS survey household survey to measure the
knowledge, skills, and practices of VHS trainer/ supervisors, VHSs, and primary caretakers.
The baseline survey conducted interviews of case households serviced by a VHS, "control A"
households in the VHS catchment area but not serviced by a VHS, and "control B" households
outside the VHS catchment area. The AHSSP conducted the survey in order to measure the
impact of the program, however the Project closure date precipitated a follow-up survey. The
baseline evaluation was designed such that initial effects of the program could potentially be
detected since the survey was conducted during the initial stages of implementation rather than
prior to implementation. The initial analysis has revealed that, between households visited by
a VHS have greater health knowledge, skills, and practices than those not visited by a VHS.
There also appears to be a "spread effect" whereby primary caretakers in households near the
homes of case families also have some health knowledge related the VHS health education
messages. The control B households, in the areas outside the VHS program catchment area,
have the lowest health knowledge and skills.
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Strengthening the MCH Program Structure: MCH Regional Health Officers

The MCH program structure required strengthening with the expansion of the MCH program
and the decentralized approach to health systems development. In 1992, job descriptions for
MCH Regional Health Officer were developed and staff were selected for the posiuons in the
north, central, and southeastern regions. MCH Regional Health Officers coordinated the VHS
survey in their region and conducted assessments of MCH facilities within their domain between
autumn of 1993 and January, 1994.

Women in Development

The counterpart AIG MOPH hired, at one point during the full implementation phase of the
Project, 13 female staff for management, administrative, and technical positions. The AHSSP
paid the salaries of the Ministry's female staff. Within the MOPH the Institute of Public Health
and the MCH Department were the two departments which demonstrated the greatest support
for women in development; however, the Preventive Medicine Department also hired female
vaccinators periodically.

4. CHALLENGES AND CONSTRAINTS

Socio-cultural Constraints of Mobility which Affected Program Implementation: The
immobility of Afghan women due to purdah restricted the women's programs in several ways.
Unlike other Project components, implementing MCH activities was difficult because women
could not travel to Peshawar, except in rare circumstances.

Nearly all MCH training activities (in-service, FHW, and VHS training) had to rely on a
Training of Trainers approach whereby male staff came to Pakistan, received training, and then
returned to their districts in Afghanistan to train female counterparts. Female staff proposed for
MCH facilities in northern, central, and southwestern Afghanistan could not come to Peshawar.
For this reason the Project could only require that male staff of these clinics attend in-service
(by late 1993 it was apparent that the Project could organize mobile trainer/supervisory teams,
but earlier there was not sufficient experience or capability within MCH program to carry this
out).

Since female trainers could rarely travel to Peshawar, male staff came to Peshawar and learned
through the in-service courses. Since dai training entails discussion of topics about delivery
which are not appropriate for a male to discuss with community women, training of dais in a
comprehensive course required that male trainers only serve as intermediaries to transfer
technical information to qualified female medical staff who then served as FHW trainers.
Occasionally FHW curriculum and supplies were shipped to distant rural destinations and female
medical staff used the materials without any formal training (if there was no male staff).

117



Both of these methods may have affected the quality of the training of the dais. There is likely
a loss of information in the indirect transfer of knowledge and skills between the master trainers
in Peshawar, the male staff training their female dai trainer counterparts in Afghanistan, and
then between the female trainer training the dais. If no training was conducted for the female
FHW trainers, they undoubtedly did not gain as much skill in using teaching methodologies for
non-literate adult learning as they would have if they had attended in-service.

For the VHS program, this model of using male staff as intermediaries was not such a problem.
Male VHS trainer/supervisors could train VHSs directly. (In fact, the pilot program was a test
to see if male health center staff could effectively conduct outreach programs for community
women.) However, the VHS topics concentrate on hygiene, child survival, and primarily the
preventive and referral aspects of Safe Motherhood rather than the delivery.

The restrictions on mobility also meant that it was difficult, if not impossible, to require female
staff proposed for clinics to come to Peshawar for medical subcommittee reviews. There was
a serious attempt to institute regional medical subcommittees who could carry out testing for
qualifications inside regional centers of Afghanistan, but the subcommittees never materialized.
Relying on medical and nursing school documents alone was not very effective. The Ministry
of Health began in 1991 to require female staff to come to Pakistan for medical subcommittee
reviews, however, most of the Ministry's proposals were for candidates from the more
accessible southeastern border of Afghanistan.

Evaluation activities were also complicated by the mobility issue. The household surveys in
Takhar, Wardak, and Ghor had to rely on BHWs as interviewers, even for posing questions
related to prenatal care, delivery, and weaning practices. The VHS program baseline survey
required responses directly from primary caretakers to measure their skill, knowledge, and
practices and necessarily required female interviewers. Female interviewers therefore had to be
recruited and trained at each VHS site being surveyed. This may have had some negative effect
on the survey results due to the variability in training and in selecting different interviewers at
each of the 6 sites surveyed. -

Scarcity of Qualified Female Health Staff: The scarcity of a qualified pool of women to work
at the management and medical level was a constraint. First, there was a high turnover rate of
Afghan women working within MSH as they all emigrated to other countries. The first MCH
Deputy emigrated to America while on a conference sponsored by the Democratic Pluralism
program in Washington, D.C. The second MCH Deputy also emigrated to the U.S. The third
Deputy, who was to assume responsibility for the MCH program for the MSH Advisor as she
completed her field role, emigrated to Australia.

The political vulnerability of women's programs led to a series of threat letters, especially in
1991. Throughout the refugee camps, NGO community, and even within MSH, threat letters
were sent to women and posted on walls. Threats forbade women to work for western agencies.
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It was difficult to identify nurse-midwives or female doctors in rural areas of Afghanistan, yet
the first criteria for establishing a MCH facility was the availability of qualified female
personnel. Qualified female medical personnel were primarily available only in the major cities.
For this reason, the availability of staff was more pronounced with the collapse of the communist
regime in April, 1992.

Separate Offices and Separate Transportation for Women: Separate offices and transport
for women were required due to the cultural restrictions in the Pushtoon environment of
Peshawar. Male and female Ministry of Health staff consistently stayed in their own offices,
only coming together for meetings. Female Ministry staff working for the MCH Department
worked in same office building as the female staff of the Institute of Public. Health. Although
separate offices and transport were more of an administrative trouble than a constraint, separate
offices for women sometimes resulted in communication gaps between the female staff and the
higher levels of management.

Challenges Posed by the War: The MCH program suffered the same challenges posed by a
cross-border operation like other Project components, but the situation was compounded the
immobility of women as mentioned above.

The war had a strong effect on delaying implementation of MCH activities due to the
preoccupation of the mujahedeen with war injuries. Although, in fact, higher morbidity and
mortality was occurring among women and children due to existing public health conditions
which worsened due to the war. For this reason, although the Project started in 1986, the MCH
strategy development was not carried out until 1988. The official MCH program began during
the summer of 1989 when the Ministry of Public Health formed and initially assigned 3 out of
163 positions to MCH.

Management Challenges: Planning of MCH activities in 1988 and 1989 was difficult because
there were so many questions about the feasibility of implementing women's programs under the
cross-border situation. It was not clear initially how to go about establishing an MCH referral
system across the border, inside Afghanistan even though programs were starting in Pakistan
refugee camps. In 1989, the counterparts knew of only four female staff in the rural provinces
of Afghanistan. Planning therefore required an eclectic approach to focus policy makers and an
implementation strategy which relied heavily on trial and error initially.

Perhaps one of the most important problems in implementation was the relatively short period
of time in which to develop the MCH program. The MCH program started In 1989 when there
was great political pressure to expend Project funds and to produce visible outputs. During the
following years, the foundation of an MCH system was built. Categories of female staff and
MCH facilities were established in elected geographical areas at each level of the primary health
care system. By 1P92, further establishment of MCH facilities had been stalled, and, by 1993,
the Project had begun phase-down activities in order to close down in April 1994. In a country
such as Afghanistan, with it immense need to counteract the high infant, child, and maternal
mortality rates, this was a very brief period for MCH implementation.
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Bans on humanitarian support to selected districts, due to thefts of donor goods and the
kidnapping of two Americans, halted implementation. The evacuation of expatriate advisors
during the Gulf War in 1991 also slowed implementation of MCH activities.

In 1992, it was determined that all AHSSP clinics within 10 kilometers of another clinic should
be relocated or cancelled due to redundancy: the impact on the VHS program was severe as
mentioned previously. Moving the clinic would destroy the VHS program as would cancelling
the clinic. While the rationale for policy changes was clear, the political pressures and poor
timing of policy changes had a deleterious effect on the MCH program. The MCH program
could have had a greater impact if support for MCH facilities had not been dropped so early --
only two years after the first MCH facility was issued! Despite the growing demand for MCH
facilities, the last MCH facility was issued in February 1992, soon after the availability of
female staff increased due to the collapse of the Communist regime. The AHSSP lost one year
of potential expansion due to cut-off of support for more MCH facilities.

Evaluation of activities inside Afghanistan (monitoring of facilities, program assessments,
surveys) were outside the direct supervision of the advisors. More direct supervision of
activities could have promoted better management, but given the situation, the evaluation
activities which were established were of great value.

5. LESSONS LEARNED

Potential for MCH Programs in Rural Afghanistan: There is a great potential to develop a
primary health care infrastructure which incorporates MCH "building blocks" from the
household level to the central level. This potential varies among geographical regions, ethnic
groups, and local communities, but the ultra-conservative approach to MCH is no longer
relevant. The horizons of the population at the community level have been broadened. There
may still be restrictions on the movement of women in the health sector, but the population
increasingly demands health services.

Millions of Afghans in refugee camps have been exposed to female health worker training and
services. There have been large increases in the numbers of female physicians trained in Kabul
during the Russian occupation. "Anecdotal accounts relate that in 1980, about 5 percent of
entering classes of med students were women, whereas by 1990 about 90 percent were,"
according to the U.S.A.I.D. Evaluation in 1992U. A core group of Afghan physicians have
been exposed to primary health concepts through the ongoing dialogue between MSH and
counterparts and through participant training programs abroad.

In a war environment,, compare the magnitude of injury-related deaths to deaths resulting from
disease for planning public health programs. The primary health care approach with an
emphasis on MCH should still form the basis of the health care system, even though that system
may initially have a military or first aid emphasis. The AHSSP's household surveys, an analysis
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of Greenbooks, and reports from health workers in Afghanistan during the height of the war
indicated that the majority of deaths in Afghanistan have been due to illness and diseases
confronting other developing countries: diarrhea, acute respiratory infections, malnutrition,
infectious diseases.

In a strongly traditional. Islamic society it is important to build credibility for health services for
the general population and children rather than focusing directly on women. "Women's
programs" can be perceived as a threat in a society that obeys the system of purdah, protecting
its women from outsiders. As communities accept the technologies for saving children's lives,

. credibility can be established to begin emphasizing the health of newboms and women.

Distinguish the technical issues from the socio-cultural and political issues. It is exceptionally
important to clarify technical goals and objectives when introducing changes in the public health
care system. For example, the need for family planning should be discussed with policy makers
and physicians in terms of its impact on maternal mortality: "25 to 50 percent of maternal lives
could be saved by family planning." At the household level, non-literate women should receive
the same message, but in a simplified form: "spacing births at least two years apart lets a
mother become strong enough to have healthy babies in the future." It is important to recognize
the political, religious, and socio-cultural milieu but not to lose sight of the goal to improve
health status.

Build a critical mass to support MCH efforts beginning with public health leaders. The critical
step in initiating the MCH program was to build awareness of the health problems among the
key counterpart decision-makers. Given their authority, they in turn could influence staff at
other levels of the system. Field staff working in rural Afghan communities already recognize
the health needs of the people they serve on a daily basis, so they have been prepared to try new
programs. The technique of conducting a dialogue with other influential leaders and with
mid-level managers helped to expand the base of support in the few instances where there were
obstructionists. The AHSSP was fortunate to have counterparts so receptive to MCH because
the institutionalization of MCH is dependent on their support.

Flexibility is essential for successful implementation when there are so many constraints in a
cross-border effort. The tremendous constraints have inspired innovative approaches, such as
using BHW's to impart information to dais and to distribute dai kits. This unique project could
not have been carried out without a cooperative agreement between U.S.A.I.D; and MSH and
the flexibility to depart from normal bilateral procedures. On the program side, the willingness
of U.S.A.I.D. to finance innovative approaches and the flexibility within the AHSSP to
implement MCH activities has made it possible to successfully establish clinics and training
programs for women.

Program impact is a function of coverage and effectiveness: both must be considered in
designing MCH programs in Afghanistan. Female staff at MCH clinics are more effective in
increasing access to health services for women in Afghanistan than male staff at other health
facilities; however, MCH facilities are limited in number and therefore do not have the overall
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coverage afforded by BHCs. To expand MCH program coverage and effectiveness, MCH
services should be integrated in all health facilities, for example through fixed facility
immunization at selected clinics or through establishing VHS Programs at Basic Health Centers
with a record of strong performance. Simultaneously, efforts must be made to expand the
number of female health personnel such as VHSs, FHWs, and MCHO's since they are the most
effective health educators and service providers in reaching the target groups.

Certain geographical areas and administrative units are more receptive than others and at a
higher stage of development in establishing an MCH referral system. Funding of activities
should be carried out on a step-by-step basis to expand services while strengthening the

; capabilities of the administrative structure. The design of any future MCH activities should
j consider the effectiveness and efficiency in where any future funds are channeled.i

j The SSWA was unable to maintain a reasonable level of MCH activity. The possible reasons
include: the distance between the southwestern provinces and Peshawar, bottlenecks in the
liaison office in Peshawar, and/or the limited number of qualified female personnel in the
southwestern provinces. The highest number of requests for MCH services came from Ghazni
Province (administered by HCCA) and Badakhshan Province (administered by SCNA), where
six MCH facilities were established in each, and next in Logar (administered by the MOPH),
where five MCH facilities were established. The populations in these provinces are 808,121;
581,303; and 277,844, respectively15. The most cost-effective MCH regional programs were
those in which the AHSSP and the counterparts agreed upon, and followed, a step-by-step
approach.

Duplication of MCH services has not been a problem. In areas where there is interest in
establishing services and where there are the human resources, support should be given on a
step-by-step basis. There are still vast areas of the country which have no focused MCH
services but which still need them. In areas where VHS or FHW programs exist alongside
facilities, the system needs strengthening and implementing organizations can build on their
successes.

The MCH program should be strengthened at the regional level. MCH Regional Health Officers
have been assigned in the northern, central, and southeastern regions and have been functioning
only for one year. Due to the decentralized nature of the primary health care system which has
been established, a technical advisor at the regional level is necessary to ensure that programs
are conforming to the standards which have been developed for the MCH program.

Training of women health workers at the household and community level should be conducted
locally, and preferably at regional training centers for MCHO's. Candidates for training should
be residents of the area which they intend to serve. Training of VHSs and FHWs is best carried
out in their community by staff of the closest facility. The facility then serves as a referral and
supervisory structure. Training of MCHO's can be done at a regional center or in Kabul, but
it is difficult to recruit women from rural areas to spend one year away from their home unless
they have relatives in the town where training will take place. Recruitment of women for MCHO

122



training should consider the facility where she can work, because the cancellation rate of MCH
Posts showed that it is difficult for a MCHO to work independently in the public sector.

Using mobile trainer/supervisor teams is an effective method for training, supervising, and
evaluating MCH activities. Mobile teams have been an effective method in Afghanistan since
prior to the war. The AHSSP utilized mobile teams to conduct supervisory visits and to evaluate
the progress of the VHS and FHW Programs, as well as to supervise and evaluate the
management of MCH Clinics. Mobile trainer/supervisor teams provided a quality control
function: based at the Project headquarters, they learned the standard of care and standard of
training that was expected; they were able to communicate the standard in a consistent manner
across different sites; and by travelling between the field sites and headquarters, they could
determine the potential and time required for improving the standards of the MCH program.

Mobile teams could potentially be used to conduct medical certification for female health staff
| who are unable to travel to Kabul or their regional center.

The Training of Trainers model using a series of workshops with intermittent field assessments
is an effective way to introduce new initiatives. The experience gained from the VHS program
demonstrated that a step-by-step approach could be applied to introducing an innovative
program. The AHSSP conducted a series of four workshops for staff of selected health facilities
to introduce the pilot VHS program. The first workshop introduced the concept of the VHS
program. The second workshop gave participants the tools to start training VHSs in their
community. The third workshop expanded on health education topics and introduced
management tools, and the fourth workshop reinforced the development of management systems.
At each stage, problems encountered in implementation could be discussed and solutions could
be developed. This is an excellent way to expand future VHS and FHW programs.

Immunization should be more fully integrated into the MCH program by having fixed points at
all MCH clinics. The EPI should capitalize on MCH facilities because they are effective service
providers for women and children (see Figure V - 5).

MCH facilities should offer a broader array of contraceptives than condoms and pills.
Distribution of condoms through MCH facilities is inefficient. Afghan physicians working in
Peshawar and in Afghanistan observe that condoms are generally not acceptable for socio-
cultural reasons. Pills are acceptable, however the need to take them on a daily basis results in
decreased patient compliance among village women, especially those who are illiterate.
Injectable contraceptives would serve as another effective alternative for the reasons stated
above. Moreover, women can use injectables without their husband knowing. ITJD's are another
method to expand upon in Afghanistan if female medical staff could be given appropriate clinical
training.

If funds are available, nutrition education and supplementary feeding programs could reduce
malnutrition among Afghan children and anemia among women. The household surveys and
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F\igure V-5
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VHS survey showed the severe lack of knowledge among caretakers concerning appropriate
weaning practices, feeding of sick children, and appropriate diets for pregnant and lactating
women,

Research should be carried out to more efficiently and more effectively meet the public health
needs. For example, further research is needed on the demand for family planning services, the
preferences in contraceptive type, and potential impact. Another example is the need for a
follow-up VHS survey which could be instrumental in demonstrating the program's impact in
improving health knowledge, skills, and practices.

The public health and clinical knowledge of medical staff needs upgraded.
To provide a higher quality of care, physicians and nurse-midwives providing Ob/Gyn services
need further training in delivery and family planning techniques. All medical staff need
upgraded knowledge about current child survival and maternal health interventions.

A commitment to equity and to the rights of the jnderserved is the driving force of initiating and
developing health services for women and children. The women's and children's program faced
considerably more constraints to implementation than other project activities, but the
commitment of the donors, Afghan counterparts, and AHSSP staff which worked to build the
program demonstrated a commitment to the underserved.
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VI. CHILD SURVIVAL AND DISEASE CONTROL

Paul Ickx, M.D., Advisor

1. INTRODUCTION

Since 1978, many children have died because of direct or indirect consequences of the war.
The table below compiles estimated figures from different sources and shows that even in
1985, according to a study by Marck Sliwinski', the year with the highest death toll due to
the war, more children died from measles than from direct war related causes.

War deaths:

Measles deaths:

1,500,000 for the total 1979-1989.
195,000 (13%) in 1985, of which
7,800 (4%) under 10 years of age, or
4,680 (60%) under fives died due to the war.

741,290 children were born in 1985, of which
137,139 (18.5 %) died before the age of one, of which
15,412 (11%) under ones died of measles and its complications.2

These considerations combined with the vital statistics, as listed under the MCH component,
urged the AHSSP to reset its focus. After the first year, strategies were looked for to draw
attention to those categories with the highest morbidity and mortality: children under five and
women of child bearing age (see the household survey undertaken by the AHSSP).

Immunization according to the EPI schedule was selected as an appropriate intervention both
because of its direct benefits to the above mentioned groups and its perceived function as a
gateway towards other interventions for the same groups.

The immunization program implemented through the AHSSP worked out reasonably well. It
accounted for more than 30% of the national coverage by the end of the program. It also
provoked interest in other child survival interventions like ORT and appropriate diagnosis and
treatment of ARI. A year and a half after the start of the immunization component, a specific
MCH component became part of the AHSSP.

2. OBJECTIVES

A. To assist the Afghan counterpart organizations in implementing and managing a nation-wide
immunization program according to the EPI schedule. This included:
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i. Build the institutional capacity within the counterpart organizations to manage
immunization programs in rural Afghanistan;

ii. Ensure appropriate technical staffing according to identified needs;

iii. Ensure supply of necessary supplies and equipment;

iv. Ensure monitoring of program progress;

v. Promote integration of EPI into the rural health system; and

vi. Promote integration of the AHSSP EPI efforts into one national program.

B. To assist the Afghan counterpart organizations in identifying other feasible interventions to
promote child health.

3. ACCOMPLISHMENTS AND OUTPUTS

3.1. Assessment of Feasibility of Cross-border EPI.

Pri6r to the start-up of the EPI component of the AHSSP limited experience with cross-border
immunization existed.

Aide metlicale intemationale (AMI) in Kapisa vaccinated 200 children with BCG and measles,
interrupted by the Panjsher V offensive.

M&lecins du monde (MDM) in Wardak (Jaghatu) covered the population of about 80 villages
: 10,000 children fully vaccinated. Immunizations were carried out in the villages, with an
existing hospital as base. Several attempts in Konar, without an existing base, proved disastrous
and had to be abandoned.

M&iecins sans frontieres (MSF) vaccinated 20,000 under fives in Ghazni (Jaghori), an unknown
number in Pakteka (Sharan) and 6,000 in Badakhshan (Teshkan, Yaftal) with BCG and/or
measles, under questionable cold chain conditions. A functioning health center, run by the
same organization served as base for outreach and mobile campaigns.

In Ghazni (Andar) the Norwegian Committee for Afghanistan (NCA) vaccinated some 10,000
children with complete EPI schedule.

t

Kathleen Cita's experiences in Nuristan in early 1987, proved that the cold chain could be
maintained, even under extremely difficult circumstances.3
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UNICEF, which had contributed vaccines and supplies for refugee immunization programs
supervised by UNHCR, had started to contact agencies with prior immunization experience to
explore the possibility of a larger effort cross-border.

i
Cross-border EPI was evaluated as feasible and the following conclusions were retained from
the early experiences:

a. Though difficult, the cold chain could be maintained.

b. Women were accessible with difficulty, and for a program of larger scope, special
attention would have to be given to gaining access to, women for tetanus toxoid
injections.

c. Memories of the smallpox eradication campaign made most populations quite
favorable to the single shot vaccines.

d. Injections were popular with the rural population, and injectable vaccine has great
prestige.

e. Multiple shot vaccines were not easy to implement, especially if one could not rely
on regular availability of vaccines in the area.

f. Even for children under five, significantly more boys than girls were presented for
immunization.

g. Linking the immunization program with existing health facilities and the active,
sustained support of local authorities made implementation easier for the people in the
field.

3.2. Building the Institutional Capacity

3.2.1. With the AHC and the MOPH of the AIG.

The Alliance Health Committee (AHC) High Council accepted the draft plans for a nation wide
immunization plan in late 1987. It took the AHC a few more months to put together a group
of technically qualified people. The AHSSP team had proposed an Immunization Unit of four,
but the suggested unit quickly became a Preventive Medicine Department (PMD), which would
also deal with tuberculosis and malaria control. Therefore, the High Council decided on seven
positions instead of the proposed four:

a director and a deputy director;
a training manager and an assistant manager;
a logistics manager and an assistant manager; and
a field operations manager.
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Job descriptions for these positions were drafted and technical people selected from the
participating parties by March 1988.

The PMD was well established as an entity, before the AHC was transformed into the Ministry
of Public Health (MOPH) of the Peshawar- based Afghan Interim Government (AIG). It
survived the transition without major changes in personnel and remained active till the end of
the AHSSP. It's operational management capacity proved to be good. Over a period of six
years, it performed uninterruptedly the following functions:

a. initial training of carefully selected vaccinator candidates (total 140 i);

b. assignment of target areas and populations to the vaccinators (total 26 teams);

c. organization of transport across the border for the vaccinators and their equipment

d. debriefing and production of summary reports of the vaccinatprs' activities upon their
return to Peshawar;

i

e. identification of problem areas in the vaccinators' knowledge and performance and
organization of refresher course sessions covering these.

, Technical assistance was sought of an NGO dealing with cross-border immunization.
Afghanistan Vaccination and Immunization Center (AVICEN) was contracted to upgrade the
technical and managerial skills of the PMD staff. This approach was only partially successful.

| The technical instruction on .cold chain and logistics was appreciated by all involved. The
I managerial part left both AVICEN and the PMD unsatisfied, probably because of the differences
' in their basic approaches. From the start, PMD tried to link up the EPI with other primary

health care (PHC) services, offered through the AHC, while AVICEN implemented a 100%
vertical program.

On the PMD's request managerial training was continued by AHSSP staff on an ad-hoc basis
throughout the program and in 1991 a two week Mid-Level Managers' course was held for PMD
and RHA managers. .

' 3.2.1. With the RHAs

Request for immunization in the North, West and Central Afghanistan were put to the AHSSP
by the RHAs from late 1988 onwards. Most of the proposed target areas required more than
a week's travel time, covering vast stretches of inhospitable terrain. Climatic conditions made
many of these areas inaccessible for several months a year. The difficulties this entailed for
logistics and general program management were discussed with the RHA and a new strategy was
developed: running programs by region from Vaccine Storage Facilities (VSF).
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These VSF were staffed with an EPI in-charge (often, but not necessarily an M.D.), cold chain
supervisor, cold chain technicians, and in some cases EPI trainers. The EPI in-charge worked
in close contact with the RHA director and heads of other technical departments, thus linking
up the EPI activities with other existing health activities, implemented through the same RHA.
Nine such VSF were implemented and functioned up to the end of the program (see map).

Before taking up the responsibilities, the EPI in-charge was introduced to EPI management by
the AHSSP through informal training on individual basis. He also paid a visit every six months
to discuss program progress and difficulties encountered with the AHSSP staff.

All RHAs delegated a lot of authority to the EPI,in-charge for all operational decisions. This
enabled the AHSSP staff to interface directly with the in-charge of each VSF. Even financial
disbursements related to EPI activities, other than salaries, were disbursed by sanction of the
RHA director to the EPI in-charge, who reported the handling of his 'budget' to the RHA
director. Yearly the specific parts of the budget to be handed directly to the EPI in-charge in
order to prevent unnecessary delays was discussed and agreed upon between the RHA director
and the AHSSP.

Requests for support of EPI by the Health Committee of Paktya and Pakteka (HCPP) in Paktya
and Pakteka and the Health Committee of Central Afghanistan (HCCA) in western Hazarajat
after 1991 were refused. By that time the focus of the AHSSP was on consolidation. The
AHSSP agreed to fund an EPI in-charge, and assisted this person in the assessment of the EPI
activities of different NGOs. Local Rapid Assessment Surveys (LRAS), like the 75 household
surveys, proved a useful tool for establishing a base for discussion both with the NGOs and the
UNICEF.

3.3. Training of Personnel

3.3.1. Training of Vaccinators.

At the start of the program, the AHC accepted the technical input of A VICEN, an NGO that had
developed a three month's training program for vacvinators adapted to prevailing conditions in
Afghanistan. The course included extensive practical sessions under close supervision in the
refugee camps.

The very first batch of 21 vaccinator trainees was trained jointly by PMD and A VICEN staff.
Five more batches were trained by PMD itself, a total of 140 vaccinators were initially trained
by PMD.

i

The RHA vaccinators were trained in Peshawar by AHSSP staff in 1990. At the same time, a
training of trainers took place, which enabled the RHA to train vaccinators at several VSFs
inside Afghanistan. In total 117 vaccinators were trained.

132



Year

Table VI - 1
Vaccinators trained

Training Supervision

FY-88
FY-89
FY-90

FY-91

FY-92

21
25
43
9 !

4
6

27
6

24
54
16
22

MOPH
MOPH
MOPH
MSH
MSH
MSH
MOPH
SCNA
MOPH
SCNA
HCCA
SSWA

MOPH
MOPH
MOPH
HCCA
SSWA '
SCNA
MOPH
SCNA
MOPH
SCNA
HCCA
SSWA

3.3.2. Training of Cold Chain Technicians

In total 36 Cold Chain Technicians (CCT) were trained to staff the VSFs, 13 of these CCTs
became cold chain supervisors. Training was performed in Peshawar at the AHSSP cold storage
by the engineer in charge of the cold store, who had been trained by a cold chain specialist
consultant.

3.3.3. Training of EPI-Trainers

In total six EPI trainers were trained and dispatched to the VSF of Herat, Taloqan, Kajab,
Kakrak and Rokha. Condition for recruitment of the trainers was practical training experience,
more than theoretical knowledge of EPI. For specific technical topics, the trainers could draw
upon the knowledge and experience of Cold Chain Supervisor (CCS) and EPI in-charge.

3.4. Supplies and Equipment. ,

3.4.1. Cold Chain Equipment.

The extreme conditions of shipment and in-country storage of vaccines in Afghanistan had led
to standardized equipment among the early immunization implementers before the AHSSP
started. The AHSSP saw no reason to alter a selection based on prior experience of cold life,
hold over time, and robustness. Using the same equipment would also facilitate the integration
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of the scattered efforts into a national program. The AHSSP obtained the necessary waiver from
U.S.A.I.D. to buy the equipment on sole-source basis. Appendix VIII-1 lists the cold chain
equipment. Several VSFs and hundreds of vaccinators have operated for years with this
equipment, after it had been transported by primitive means inside Afghanistan. No major
breakdown or difficulties have been reported.

3.4.2. Vaccines
ii

UNICEF started supplying vaccine for cross-border activities in 1987. When the AHSSP made
its planning for the immunization component, UNICEF was interested to supply at least the
vaccine, and committed itself orally to deliver what was needed by the program. During the
"rapid expansion phase" in FY-90, the UNICEF Afghan Programme Office (APO) was unable
to meet the vaccine demand. For two years UNICEF/APO promised more vaccine in the
planning phase than they were able to procure with available funding six months later. At the
same time U.S.A.I.D. could not permit the AHSSP to procure .vaccine with program funds,
since UNCIEF was already funded to deliver the vaccine., In FY-92, after careful
reconsideration, U.S.A.I.D. allowed the AHSSP to procure the difference between the program
needs and what UNICEF could provide with program funds. j

3.4.3. Other Supplies. !
i

All other supplies were channelled through general procurement (see Section VII, Procurement
and Supply Management).

In 1988, UNICEF contributed needles and syringes. In 1993, UNICEF contributed registration
and reporting forms, and Vitamine A.

3.4.4. Vaccine Distribution.

The possibility to ship supplies inside Afghanistan heavily depended on two factors beyond
control of the AHSSP: war and climate. AVICEN was contracted by UNICEF/APO to run the
central vaccine storage for the cross-border program. In 1989 major differences of opinion
between UNICEF/APO and AVICEN interfered with smooth vaccine supply. At the same time
the European Union (EU) was uncertain to continue funding AVICEN. The AHSSP decided to
set up a central cold room in the AHSSP Warehouse and an experienced consultant was hired
for this purpose. Vaccine was received from UNICEF in bulk and stored for further distribution
in Afghanistan. This ensured a reasonable buffer stock ready on hand.

The PMD teams would pick up vaccine directly from this storage, and further transport to the
target area was organized by the PMD and the vaccinators. The VSF in-charge of the RHA
would replenish his stock in up to three shipments per year. Transport to the border would be
coordinated with the AHSSP monitoring office, but responsibility for the cold chain management
was with the RHA. From the VSF, the cold chain in-charge would dispatch vaccine and other
supplies according to the plans of the EPI in-charge of the area.
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One VSF in Herat province was bombed out by the then communist Kabul government in May
1991. While little loss of vaccine occurred, equipment, records and reports were destroyed.
Another VSF in Balkh province was looted in January 1994 by Jumbish (Dostum) militia. Little
vaccine was left in stock at that time, but most of the equipment was recovered and repaired
by UNICEF/Mazar for further use.

3.5. Personnel Management

3.5.1. Personnel Management of the MOPH,

PMD being part of the AHC and later the MOPH, its own personnel was managed according
to the rules and regulations of the central office of MOPH.

Besides the 140 vaccinators trained, 16 more were recruited by PMD from the pool of
vaccinators trained by different NGOs or the Kabul government. This involved an assessment
of the knowledge of these Vaccinators and in some cases a short refresher course.

Out of the total 156 vaccinators who worked for the PMD, 74 were active at the end of the
program. Out of 82 inactive vaccinators, 12 transferred to the RHAs and about half were
terminated after reassessment of the number of vaccinators needed per team: this dropped from
maximum six to maximum four in 1993.

Technical performance of the vaccinators was assessed by the PMD on the basis of reports when
the team came for resupply. MSH included the teams in the Field Operations monitoring
missions and communicated results to the PMD, which took disciplinary action when necessary.
Salary, per diem and freight costs were disbursed to the vaccinators by PMD, which provided
necessary receipts to MSH Financial Management.

In spite of many planning sessions, during which job descriptions and checklists were developed,
systematic supervision in the field by the PMD never took off. PMD successfully used senior
vaccinators belonging to another team to investigate 'alarming' reports from commanders or
Peshawar based NGOs regarding the activities of the teams.

3.5:2. Personnel Management of the RHA *

Direct interface of the MSH employees with counterpart personnel was basically with the EPI
in-charge. He would bring all reports and receipts. Most of the in-charges delegated technical
reporting of cold chain to the Cold Chain Technician (CCT), who would often take personal
responsibility for the bulk transport of vaccines from Peshawar to his VSF.

Given the central role of the VSF in the vaccine distribution, most of the administration was
focused there also. The AHSSP therefore paid salaries for a limited number of administrative
and support personnel at these VSF. Table VI - 2. gives the number and status of each by the
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end of the Project. 12 vaccinators from the PMD and 68 from other agencies joined the RHA
program.

Table VI - 2

Personnel Active Cancelled

HCCA CCS 2
CCT" 2
EPI in-charge 2
EPI trainer 2
Vaccinator 27
Driver 2
Peon 2

HCPP EPI in-charge 1

SCNA CCS
CCT
EPI in-charge
EPI trainer
Vaccinator
Cook
Driver

| Logistician
Peon
Watchman

SSWA CCS
CCT
EPI-trainer
Vaccinator
Driver
Peon
Watchman

4
- ' 12

5
2

111
1
4
3
6
6

1
2
1

28
2
1
1

3
4
2
1

24

1
2
1
4

3

3

The EPI in-charge tried to visit vaccinators regularly at their assigned site of activities. He also
obtained feedback on the performance of vaccinators from community leaders through parallel
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i
channels. From 1992 onwards a checklist for supervision drafted by UNICEF, facilitated
supervision in the field.

3.6. Reporting of Program Progress

3.6.1. Reporting Cycle.

The time factor involved in the production of .activity reports requires explanation.
U.S.A.I.D.'s fiscal year runs from October 1 to September 30. Yearly workplans are prepared
and agreed upon for these time periods. UNICEF/APO's project year is the same as the
calendar year. Consequently, activities proposed and accepted by U.S.A.I.D., need to be
proposed for vaccine supply to UNICEF three months later. UNICEF/APO's final commitment
was often only signed in April. A closer look at all stages involved in a planning-
implementation-evaluation-reporting cycle explains the lag time in reporting on EPI:

i
I FY-1 June-July Plan for next years' acitivities with counterparts
| September-October Obtain U.S.A.I.D. agreement for proposed work plan
1 November draw up order requests for cold chain equipment and other

December Submit proposed EPI work plan to UNICEF to obtain
vaccines

FY-2 April First vaccines arrive
August-October Mountain passes open for supply of VSF
September Planned EPI activities can stkrt

FY-3 March-April First reports on the activities planned in July FY1 arrive.

This schedule makes it extremely difficult to readily report numbers of Fully Immunized
Children (FIC) a commonly used indicator used for cost analysis and to calculate impact.

In order to have an idea of possible impact and probable costs, the AHSSP used numbers of
doses shipped inside as counting unit. The number of doses, minus the normal wastage, divided
by the total number of doses a FIC should get, gives a theoretical value for the number of FIC.
When results come in, the number is recalculated on the total number of actual doses
administered. This is discussed in greater detail under 3.6.2.

Because of the ban on expatriate travel to Afghanistan and the reluctance regarding MSH direct
local hires circulating inside Afghanistan early in the Project, evaluation of program progiess
rested largely on reports obtained on regular basis from the counterparts. In order to minimize
the skewing of results due to factors beyond control of the actors (delay in vaccine supply by
UNICEF, the "ban", road blocks) the AHSSP followed closely reports as they came in,
subtracting days, weeks or months to neutralize these delays. Total program progress was
followed on four spreadsheets: one that listed the achievements on their actual reporting date,
one that neutralimi the difference between FY and CY, one that neutralized further the delay
in vaccine delivery and one that neutralized further delays due to the "ban" and road blocks.

137



It is this last spreadsheet that will be referred to when discussing results, as it reflects best the
implementing capacity of the counterparts.

j

While at PMD and at each VSF vaccinators were debriefed when they came for resupply. The
following reports were discussed with the PMD and the EPI in-charges on regular basis by the
AHSSP technical staff:

a. Monthly vaccination summary forms by district.
i

b. Vaccine and EPI supplies stock reports. !

c. Districts and Villages covered.

d. Proportion of static, out reach and purely mobile activities.

3.6.2. Indicators

From the stock reports evaluation was made whether the first in - first out principle was
respected and whether cold chain was maintained Vaccine wastage rates were used as indicator
of quality of technical work by the vaccinators and cold chain technicians. Except for Tetanus
Toxoid, the wastage rates were in most occasions lower than the averages given by WHO.
Tetanus Toxoid tended to be high because a vial of 20 doses was opened even for one or two
women. When wastage rates were higher, particular reasons could always be identified.

The planned number of fully immunized children was compared with:

a. number of measles vaccinations, which indicates the extend to which the planned
target population has been reached. In a normal situation, measles is the last antigen
to be given and indicates the FIC;

b. number of calculated "FIC", which indicates the possible number on fully immunized
children, obtained by dividing the total number of doses of all antigens given by 5.
This may be different from the planned number of FIC,.if the wastage rates for the
antigen were different than planned;

c. number of DPT(P)3, which represents most accurately the actual number of FIC in
, • this program. However, since for the early program DPT(P)3 was not advocated in
j the UNICEF policy, the early years are bound to have low DPT(P)3.
!

j

. Likewise for the women vaccination, the concept of Fully Immunized Women ("FIW") was
used: any female who received at least three shots of Tetanus Toxoid. Again, this allowed
comparison of planned with calculated and actual. Target ages, percentage of target population
per district and frequency of visits in villages were also evaluated. With the MOPH for each
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team, and with the RHA in each district, the extend to which existing facilities and BHWs we
used* was evaluated.

3.6.3. Results.

For all results represented in the graphs, the numbers of 1993 are extrapolated or based or
partially received reports (about 13% of the total vaccine shipped).

3.6.3.2. Child Vaccination.

Figure VI - 1 and Table VI - 3, show the planned "FIG" against the calculated "FIG", the]
actual number of measles vaccinations and the actual number of DPT(P)3.

Table VI - 3

1988
1989
1990
1991
1992
1993

Planned ,
"F1C"

10,515
40,699
73,457
95,110
161,807
168,257

Calculated
"FIC"

85%
79%
93%
95%
84%
79%

Actual
DPT(P)3

0%
10%
14%
34%
56%
65%

Actual
Measles

121%
125%
140%
108%
87%
91 % j

More measles vaccine was administered than planned in the early years. This is explained by
the fact that wastage rates were under the wastage rates used to calculate amounts needed and
population estimates were at the best shaky and often an underestimation of reality.

The calculated "FIG" stays close to the planned outputs, which means that activities were
performed as planned, be it with necessary delays.

The actual DPT(P)3 is low in the beginning and catches up later on. Several reasons explain
this:

* up until 1992, the DPT(P)2 was accepted as sufficient;
* underestimation of the population in the target area led to proportionally more

DPT(P)1, which matches the measles curve;
* less DPT(P) was supplied than originally planned, leaving VSFs with insufficient

vaccine to cover all children vaccinated once three times;
* pressure of the local population on the vaccinator to vaccine at least every child once.
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Figure VI - 5.
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Target age groups were relatively well respected (Figure VI - 2). Since 1989 the AHSSP tried
to focus on under twos and under ones, but the general policy changed only in 1992. BCG,
given as early as possible, reflects best this aspect (Figure VI - 3) and the results obtained for
1993 so far indicate less than 2% of children of 2 years and older that received BCG.

While a lot of concern was expressed by WHO and UNICEF in 1990 about the low coverage
for DPT(P)3, the AHSSP from early on was able to show increasing numbers of DPT(P)3 over
time. While still definitely subject to improvement, the 1992 and 1993 figures show a
reasonable percentage of DPT(P)3 (Figure VI - 4).

6.3.6.2. Women Vaccination.

From the start, women vaccination had been perceived as more difficult than the child
vaccination. Like elsewhere in the world, it is not always easy to explain that women have to
be vaccinated in order to protect the newborns. and that at least three shots are needed and with
boosters during pregnancy. In addition, purdah is observed with different degrees of strictness
in different parts of Afghanistan, limiting access to women for non-family members.

I
While the planned achievements were much lower than for the children (15% of all eligible
women in a target area where 80% of the eligible children were selected), the degree to which
they were achieved are encouraging.

Table VI - 4

Year

1988
1989
1990
1991
1992
1993

Planned
"FIW"

6,516
18,421
72,682
80,020

302,952
119,098

Calculated
"FIVV"

55%
59%
56%
85%
42%
66%

Actual
TetTox3

0%
3%
6%

33%
23%
52%

Actual
TetToxl

138%
155%
135%
146%
57%
68%

After the startup of the MCH component and its relative success, thought by the counterparts
and the team to be reflected in the spectacular increase in 1991, an attempt was made to double
the coverage for women vaccination in 1992 without success, because:
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* establishing a firm operational link between the two components proved more difficult
than expected;

* the attention of some of the key senior health managers was drawn elsewhere
(takeover of Kabul and formation of a government).

3.6.4. MOPHandRHA.

The different strategy with the RHA paid off. Comparing a few key indicators for the RHA and
the MOPH speaks for itself. But one should not forget that the performance of the PMD was
as good, if not better than that of many NGOs working in the cross-border EPI.

MOPH

1,398
30%
58%
16%

13 USD
22 USD

RHA

2,269
70%
87%
26%
6 USD
8 USD

Number of villages covered at least once
Proportion of total vaccinations
DPT(P)3 as percentage of DPT(P)1 in 1993
Calculated "FIW" as percentage of planned "FIW"
Cost(*) per calculated "FIC" in 1991
Cost(*) per DPT(P)3 in 1991

* Cost does not include UNICEF vaccine and TA.

3.6.5. Coverage Surveys

Local rapid assessment covenge surveys were conducted in Takhar, Paktya, Pakteka and the
Hazarajat.

A 75 closest household survey was conducted in Kalafgan (Takhar) in 1991, by the field
supervisors of the House Hold Survey. 93% of all under fives were claimed to have been
vaccinated with at least one antigen, 90% had filled out immunization cards. The cards showed
90% vaccinated with DPTP1, 41% with DPTP2 and 67% with measles. The difference in
coverage between measles and DPTP1 is attributed to underestimation of the population.

The same kind of survey was conducted by the EPI in-charges of HCPP and HCCA in 1992 and
1993. EPI in the areas surveyed was implemented through different NGOs. The findings were
similar. Good coverage of the population and by then reasonable coverage for DPT(P)3. Some
discrepancies between planned and implemented EPI for some of the NGO. These surveys
served as a base for discussions between the EPI in-charges and the concerned NGOs and
UNICEF.

3.7. Promote Integration into Existing Rural Health System.
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Different strategies can be used to bring vaccines to the target groups: mobile, static and out-
reach. All are valid in certain circumstances and all have advantages and disadvantages. All
have been or are in use inside Afghanistan.

Knowing the existing health facilities and workers of its counterparts, the AHSSP opted for
linking all EPI activities to these existing facilities, as far as possible. Opting for fixed-point
and outreach where feasible, the program hoped to:

* have immunization services available, on year-round basis;
* focus attention from cold chain maintenance (over emphasized, because very difficult

in mobile strategy) to community involvement;
* employ more readily female vaccinators, since they wouldn't have to travel that much;
* have more readily access to the lower age groups; and
* involve already existing health personnel in EPI, in order to cut costs.

Although both PMD and RHA agreed with this policy line from the start of the program, results
leave room for skepticism about the efforts put into it's implementation. At the end of the
program, EPI was claimed to be established as a fixed service in a small number of facilities.

MOPH 3 (monitored)
HCCA 15 (monitored)
SCNA 25 (of which 11 monitored)
SSWA 2 (monitored)

Only the HCCA had the majority of its activities based in its clinics/rural hospitals and
performed regular out-reach activities from there.

To a much greater extend, mobile teams used clinics as temporary base for mobile immunization
in the surrounding villages. This was true for the RHA and MOPH both. The RHA also used
the BHWs as valued intermediaries to mobilize and inform the community.

Local transport costs claimed for teams or vaccinator were always below the maximum rates that
could have been claimed. This confirmed the claims by both PMD and the RHAs that the local
population contributed by providing transport and sometimes free food and lodging to the EPI
personnel. The exact amounts were impossible to quantify.

3.8. Promote Integration Into One National Program.

3.8.1. Antigens Used.

UNICEF had cautiously started cross-border activities from Peshawar since 1987. Through
discussions with the - at that time - very limited number of counterparts (AVICEN, MDM,
MSF, NCA) UNICEF opted for IPV, in combination with three other antigens. Reasons behind
this decision were:
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a. IPV needs only two shots for acceptable sero-conversion of polio, thus limiting the
number of visits necessary;

. b. OPV was at that time considered very instable;
c. IPV presented less bulk to transport, and transportation costs across the border were

a major cost center; and,
d. DPTP could be used as solvent for freeze dried measles vaccine, thus still reducing

the bulk for transport.

With these antigens, a fully immunized child would have received:

IxBCG
Ix measles
2x DPTP

The available combination of DPTP is very expensive, which does not make very much
difference for small pilot programs, but becomes prohibitive in larger programs. Focusing on
the "eradication of polio by 2000", the need of a third dose for efficient protection against
whopping cough, was not considered a priority in the start up phase.

i
For the obvious financial reasons, this was changed when the program reached a larger degree
of expansion. After 1991, oral polio was introduced and a FIC had received:

Ix BCG
Ix measles
3xDPT
3x polio

f
3.7.2. Target Age Groups.

3.7.2.1. Children

The age group for children had been set by early cross-border EPI implementers at all under
fives, not because of epidemiological reasons, but to have "big numbers" of easily available
children, and to focus on the children seen as important by the local population. After a short
pilot phase, this age group would be changed to under twos and under ones. Although arguing
against this policy, the AHSSP complied to the requests of both PMD and the RHA to stay in
line with the other implementers.

The AHSSP therefore focused on convincing UNICEF/APO and the NGOs of the EPI
Coordination Group to alter age groups. This was only achieved totally in 1992, after several
WHO/UNICEF consultancies on the subject, when Kabul-based and cross-border EPI were
brought into the same program.

3.7.2.2. Women
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The global target group are women of child bearing age and preferably the pregnant ones.
Given that 99% of the vaccinators were male in the cross-border EPI, these women were
difficult to get to because of ihepurdah. Early cross-border immunization therefore had focused
on girls before ti\e purdah age. This approach has been adopted nationally: give three or four
shots before puberty, and a single shot afterwards will provoke the necessary booster of
circulating antibodies.

3.7.3. Coordination and the Lack Thereof.

Technical coordination on cold chain equipment and supplies was not a problem, mainly because
of the flexible attitude Of the AHSSP and U.S.A.I.D. regarding the origin of equipment and
supplies.

Strange as it may seem for such a circumspect activity, the cross-border immunization effort
suffered more severely from lack of coordination between different donors and between
implementers in Peshawar on any other policy related issue.

Several factors explain, but certainly do not excuse the climate of suspicion and distrust within
the EPI community in Peshawar:

* the absence of WHO till 1990 as a valid and readily available resource of standardized
policies regarding. EPI and the failing of UNICEF to find experienced senior staff for
its cross-border office left a leadership vacuum;

* some donors funded cross-border EPI with irregular ("emergency", "earmarked")
funds that needed to be spent quickly and by identified implementors which, combined
with a limited implementation capacity in the early years, put several donors in a
competitive position;

* the uncertain funding position of some of the major foreign EPI implementors,
combined with the employment short-term expatriate staff, with sometimes no prior
experience in EPI created a setting where coordination was seen by most as "more
work", that ultimately might lead to loss of credit for achieved results;

, * most implementors of EPI were expatriate committees, with no activities in any other
country but Afghanistan and with established other activities in certain areas of

i Afghanistan: both EPI and that given (geographical, political, ethnic,...) area inside
Afghanistan would be seen as "private territory" by some implementors, but a
territory they neither completely occupied nor successfully controlled regarding EPI,
leading to extremely aggressive attitudes to any perceived interference.

As a result, any questioning of the ongoing process on epidemiological or cost effectiveness
grounds, was considered to be based on ulterior (political) motives. The counterparts of the
AHSSP were neglected as either non-existent or labeled as puppet organizations set up for
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containing other child survival activities and supported by local and regional authorities, an EPI
component can be a valuable intervention both because of its positive interaction with other child
survival activities ', its possible function as "sensitizer" of the community for children's and
women's health, and motivator for rational planning in general.

3.9. Other Child Survival Interventions

3.9.1. Control of Diarrheal Diseases

From the start of the program, BHW training paid much attention to adequate treatrr
diarrhea in children. BHW assessment teams focused on the actual prescription behav'
based on their impressions, ORT was included in the BHW refresher course.

. of
jid

Table VI - 5 below compares a 596 sample of over 320,000 patient visits in FY-8' .ecorded
by BHWs, with a 10% sample of 150,000 patient visits in CY-90, recorded by mid-level and
senior health care providers from different CMC member groups, and a 5% sample of 34,000
patient visits in FY91, recorded by mid-level and senior health care providers of the MOPH and
the SCNA. The patient visits concern only children under five years of age.

Table VI - 5
Comparison of Attitude Towards Diarrheal Diseases

Based on Greenbook Analysis of Different Type of Health Workers
(CMC=facilities of several NGOs, AHSSP=facilities supported by the AHSSP)

BHW CMC AHSSP

I

1 Total under fives
Diarrhea and dysentery

treated with ORS
treated with antibiotics
treated with antidiarrheics

Simple diarrhea
treated with ORS
treated with antibiotics
treated with antidiarrheics

1,083
33 %
81 %
27%
0 %

10 %
56%
17 %
0 %

2,246
32 %
54%
79 %
0 %

t
24 %;
17%
84 %
0 %

482
35 %
29 %
70%
0 %

15 %
27 %
46 %
0 %

Diarrhea is recorded as a problem in 1/3 of all patient visits. BHWs tend to be more inclined
to treat diarrhea with ORS, and less inclined to use antibiotics than the other groups of health
care providers. In all three samples "simple diarrhea" is a minority of the diarrhea cases. The
available material did not allow to assess whether this is due to over-diagnosis of different types
of dysentery, or because children with "just a little diarrhea" were not considered sick enough
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to call upon a health worker. Nor is it possible to assess the quality of the ORT given: one can
only conclude that the link diarrhea - ORT is made more frequently by BHWs than by other
health workers. Maybe because of the very limited pharmaceutical'arsenal of the BHW?

In December, 1990 WHO and UNICEF organized a joint workshop with all agencies active in
CDD, ARI, EPI and MCH. The resolutions of the workshop would lead to a plan of action for
CDD:

promote the use of ORS by all cross-border health workers,
promote the availability of ORS nation wide inside Afghanistan,
promote the establishment of ORT corners in existing health facilities

In order to achieve this, WHO-UNICEF-MSH planned joint CDD workshops for senior Afghan
health workers. The logic behind the selection of this target group was that obviously BHW and
a lot of the Peshawar trained mid-level health workers were using ORT reasonably well. It was
therefore important to convince more senior health personal, in charge of the first referral level
and training or refresher training of the said health workers, of the therapeutic and preventive
value of adequate ORT.

With Dr. Abdul Latif as one of the most active stimulators, four joint workshops were organized
during 1991-92 in Peshawar and in Quetta. Many of the participants had never rehydrated a
child themselves. All participants of the RHA requested the workshops to be repeated in their
training centers inside Afghanistan, to have a broader audience benefit from the experience. The
ban prevented any workshops inside Afghanistan in FY-1991 and by 1992, attention was drawn
to Kabul.

A joint program with UNICEF was planned for 1992, to establish ORT corners in health
facilities inside Afghanistan, but by February it became clear that UNICEF would not have the
budget to implement its part of the program and supply standardized one-liter jugs for all
families in the catchment area of the facilities. j

Table VI - 6

Origin of the Participants in the ORT workshops

MOPH
SCNA
HCCA
HCPP

Peshawar
Mar-91

1
3
2

Quetta
Apr-91

Peshawar
Aug-91

4
3
3

Peshawar
Aug-92

5
1
3
3

Total

14
7
8
3
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SSWA 2
SCA
MCI

INDOORS
IAHC

MSF B/H
WHO

1

4
1
2
2

5
3
4
1
2
2
1

3.9.2. Acute Respiratory Diseases.

As with CDD, much attention was given in the BHW training and the respective refresher course
to match standardized diagnosis and treatment of ARI with the WHO guidelines. In the senior
health management workshops, stress was put en the fact that BHWs were able to diagnose
pneumonia without stethoscope. In all refresher courses, attempts were made to have case
definition, diagnosis and treatment concordant with the latest WHO guidelines. Analysis of the
same Greenbook samples for ARI show clearly that different definitions had been used for the
different ARI diseases by different agencies, which makes comparison irrelevant.

3.9.3. Tuberculosis

The estimated prevalence of 10% in 19717 and an estimated 3.53% incidence of new TB
infections in school-entry aged children in 1982* confirm the popular claim that tuberculosis is
one of the major health problem in Afghanistan.

The requests for control programs inside Afghanistan were multiple. After consulting with the
Italian Cooperation for Development (ICD), in charge of the Tuberculosis Control Program for
the Afghan refugees in Pakistan, the team did not think anything else than selected sites for
correct diagnosis and treatment of primarily the BK+ patients feasible at the time.

Still, adequately screening suspected TB cases with sputum smear-microscopy is worthwhile.
Only about 10-20% of the infected persons actually develop the disease and of all persons
developing the disease, 30% will heal spontaneously. Of all detected cases, 50% are positive
in sputum-smear microcopy (BK+). The BK+ are the ones that infect others in the community,
the sooner they become BK-, the less they'll spread the disease.

A good field laboratory with a competent laboratory technician will detect close to 100% of all
BK+ after three examinations per case, while to diagnose a BK- patient as a tuberculosis patient,
radiography and expert radiologists to interpret the radiographies are necessary, and still you will
treat five false positive for every real tuberculosis patient treated.

Concern for supervision and continuity of care led to the following conditions to establish a
diagnosis and treatment center:
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* the facility must have been active for at least two years;
* one, and ideally two microscopists with the necessary equipment and supplies are

permanently available;
* an M.D. is in-charge of the program, to ensure clinical evaluation of patient, both

regarding the disease and the side-effects of the treatment;
* samples of the slides are sent regularly to Peshawar for cross-reading by the referral

laboratory of the W.H.O.

Six month treatment with isoniazid (PI), pyrazinamide (Z), and rifampicin (R) in a two month
intensive phase and H+R in a four month follow up was opted for. This is rather expensive,
but on a small scale and in the given conditions, the shorter the complete treatment, the less
likeable would be patient drop out. Replacing the rifampicin with thiacetazone in the follow-up
phase would allow to drastically reduce costs if the program got expanded.

In total five small diagnosis and treatment centers were set up: Jaghori (C-l), Taloqan (H-2),
Mazar (H-2), Onaba (H-3) and Baharak (H-3). One (Onaba) was dropped from support because
of insufficient reporting.

Like many small-scale pilot programs, results are encouraging:
good quality of lab readings;
low drop-out rate of the patients who start treatment
rapid conversion to BK-, once the treatment is started.

Table VI - 7
Summary of Reports Received

by End of Program. ,

Sputum examined
BK+
Completed treatment
Under treatment
Dropped out

5,562
1,199 (21.56%)
1,004 (84.74%)

233 (19.43%)
18 ( 1.50%)

The difficult task of ensuring patient compliance for the full treatment has been achieved by
close follow-up of a relatively small number of patients. The challenge in the near future, if
funds for expansion are available, will be to set up a consolidated referral and supervision
system, allowing BHW's to refer all suspected cases for diagnosis, and follow up on all patients
under treatment in their community.

152

157



3.10. General Conclusion.

The individual benefits for those vaccinated and treated are clear. Less obvious and difficult
to quantify, is the benefit to the managerial capacities of the health personnel involved in the
process of planning, implementing and evaluating the programs described above. Most of them
had none or limited prior experience as managers, and certainly not in a decision making
capacity. Most of them had a sound knowledge of the technical medical background of the
problems tackled. But suddenly they had to make decisions on the optimal use of limited
financial and human resources, concerning a big number of possible beneficiaries. Determining
which interventions were feasible, and to what degree, in the absence of a recognized central
government, but under immediate pressure of a needy population and local or regional politicians
proved to be a major challenge and at the same time also an opportunity to show the importance
of taking into account:

* the interdependence of different health interventions between each other,

* the interaction of available general resources and logistics with targeted health
interventions, and

* the need for baseline data in order to make decisions that were not only rational on
paper, but had also a reasonable chance of being implemented.

It also permitted introduce on another than national level the use of rudimentary health
information systems (see Section VIII, Management Information Systems) thus encouraging
decentralization.

4. CHALLENGES AND CONSTRAINTS

A. The PMD as an Institution :

The PMD managed to survive and function in spite of little support from the AHC. Daily
administrative problems (i.e. getting the signature of the AHC President on salary requests for
vaccinators ready to leave) tended to interfere with operations, often unduly delaying field
activities. This also prevented the PMD from giving full attention to evaluation and
improvement of the quality of the, program as a whole. After two years PMD had acquired
enough credibility within the AHC to obtain a reasonable amount of autonomy for day-to-day
operations, including financial transactions related to field operations. After the creation of the
MOPH, PMD continued functioning, but definitely on a sidetrack. Only its director belonged
to ANLF, ind he insisted on keeping other parties' experience in the PMD, contrary to the
"political cleansing" in most other departments.
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B. Selection of Vaccinator Candidates for PMD.

A problem was to ensure that only people who would probably go inside Afghanistan after
finishing the vaccinator course would be selected. The PMD held entrance tests for future
vaccinators, assessing basic education and knowledge of the candidates. While a lot of refugees,
living in Peshawar, took and passed the entrance test, very few ever were admitted to the
course. PMD, supported in this by the AHSSP team, made the presence of the candidate's
family in the target area inside Afghanistan a prerequisite. Although this resulted in candidates
with poorer general education, PMD argued that only these people would be motivated to work
for long stretches inside Afghanistan.

PMD changed AVICEN's curriculum, to allow training of candidates with poorer general
education laying:

a. more emphasis on basic mathematics and Latin alphabet in the beginning of the
course;

b. less emphasis on background information on target diseases and immunity;
c. more emphasis on community mobilization.

C. Motivation of Trainees of the RHA

The RHA faced several problems with training in Peshawar. Suitable candidates were often
unwilling to make the (dangerous) trip to Peshawar. The fact that one Hazara member of the
first batch of vaccinators trained by the PMD was murdered by Waziri tribesmen while shifting
his vaccine across the border did not help. After completion of training, the vaccinators were
often offered better paid jobs by the Peshawar based NGOs. Shifting training inside solved this
problem.

D. Training for Women's Immunization

During the training of the male vaccinators in the refugee camps, the PMD faced the problem
to access women for vaccination. From 1989 onwards, the PMD hired female vaccinators as
teachers that took over most of the practical training of the male vaccinators. MOPH was never
officially consulted about this, in order to avoid negative reactions against PMD or the women.

Practical sessions of the RHA training were performed in the actual work setting, by
accompanying senior vaccinators who had, more or less successfully, tackled the problem in the
field.

E. Procurement

The lead time for off-shore ordering proved jnore than once poorly compatible with seasonal
"windows" to shift supplies to the North, West and Center. Delay of six weeks in arrival of
equipment, scheduled to be shipped autumn to these areas, delayed implementation of planned
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activities for a year (i.e. in 1991). The fact that the same equipment was being used by all
implementers permitted the people in the field to exchange equipment to a certain degree when
necessary.

F. Transport of Vaccines

Very little vaccine was lost during transport from Peshawar to the VSF. The transport was
organized by the RHA, either belonging to the faction in control of the area, or to a faction
having enough clout to negotiate safe passage of the vaccine. Transport was negotiated with
private companies, and commitment for reimbursement of "lost" goods was obtained before
transportation. Half of the cost was paid in advance, the other half was only disbursed after
receipt of proof of handing over the vaccines at the destination.

G. Reluctance Towards Fixed Point Immunization

Fear of losing control over personnel, fear for the safety of vaccine and equipment, initially little
interest of clinic personnel to be involved in EPI without additional benefits all contributed to
this reluctance. Evacuation of expatriate personnel due to the Gulf War, the "ban" on cross-
border activities and political turmoil drew away attention of the players involved from this
topic.

j
H. Divergent EPI Target Ages.

Once the target group for children was set on all under fives, for the reasons mentioned in
3.7.2.1., it proved very difficult to move back to the worldwide target group of under ones.
One argument to resist this shift back to the global target group, was that measles was epidemic
in Afghanistan, touching many remote regions every other year or every three or four years and
that consequently a lot of children tended to get measles after the age of 1.
The arguments of the AHSSP, UNICEF and WHO consultants, that still the younger children
are most threatened by severe complications of the childhood diseases and that the global EPI
policies were developed, based on experiences in countries as difficult to operate in as
Afghanistan were criticized as "politically suspect". The findings of K. Cita in Nuristan, a
comparable remote area in Afghanistan were conveniently considered irrelevant. She shows that
86% of the measles cases were 2 years of age or older, but case fatality drops from 36% for the
under 2 years of age to 19% for the children between 2 and five, and 6% for the children older
than 5 years of age 9.

Another argument to vaccinate older children was the pressure exerted by the local population
on the vaccinator to do so. The counter argument that it was up to the vaccinators to convince
local populations of the importance to focus on lower age groups was judged as 'lack of
knowledge of Afghanistan' and 'lack of respect for the position of the Afghan vaccinator'.
While it is always recommendable to incalculated the attitude of the local community into the
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action plans, one puts the cart before the donkey if one lets popular believes dictate technical
policy.

The argument was only settled when the main donors urged to cut back target groups to the
smallest ones because of lack of funding.

5. LESSONS LEARNED

A. Although deviation from worldwide recommended general health policies may be possible
on exceptionable basis, following precautions should be taken:

j * detailed documentation should be given why the deviation was deemed necessary;
| * key indicators should be identified to urge reassessment of the factors the urged the

exception; and
* an explicit time table should be set up to re-assess the factors that influenced the

decision for exception.

B. Choosing appropriate indicators to follow program progress from the beginning is very
important. The indicators chosen by the AHSSP to follow the EPIjprogress may be challenged,
but they have provided a tool to assess progress over time. In the environment of the AHSSP
they also provided technical arguments for certain policy decisions, challenged as "political" by
some. Recognizing the problems for reporting early on and good communication about the
chosen indicators, prevented misunderstandings between U.S.A.I.D., AHSSP and counterparts.

C. Direct and rather uncensored interaction between PMD and the VSF personnel and their
technical counterparts in MSH together with a relative big degree of autonomy of the same in
operational decisions, including handling of program funds, certainly helped to keep up the
momentum of the EPI component, despite periods of national and international turmoil.

D. The choice of EPI as first intervention focusing on children and women in the specific
environment seems a good one. The available implementation strategies allow for different
degrees of vertical versus horizontal intervention, both in time and in place.

156



i REFERENCES

1. Marek Sliwinski, "Evaluation des Consequences Humaines, Sociales, et Ecologiques
! de la Guerre en Afghanistan, Rapport Pre"liminaire," presented at the Palais du Se"nat,
j Paris, December 1987. Table no. 11.

2. Based on The World Summit for Children, UNICEF, 1990.

3. Kathleen R. Cita, "Report of a Vaccination Program in Nuristan", Summer 1987, pp.
; 8-10.

4. Susan B. Bifkin and Gill Walt, "Why Health Improves: The Issues concerning
Comprehensive Primary Health Care and Selective Primary Health Care," Social
Sciences and Medicine, Vol. 23, No. 6, 1986, p. 563. •

5. Fitzroy Henry, Andre" Briend, Vincent Faveau, "Child Survival: Should the Strategy
be Redesigned? Experience from Bangladesh", Health Policy and Planning, Vol. 5,
No. 3, 1990, p. 232.

6. Gerald T. Keusch, Carla Wilson and Richard A. Cash, "Is there Synergy among the
Interventions in the GOBI-FFF Programme?" in Richard Cash, Gerald T. Keusch &
Joel Lambstein, Eds., Child Health and Survival: the UNICEF GOBI-FFF Program,
(London: Groom Helm, 1984) p. 113.

7. U.S. Office of International Health, Syncrisis: The Dynamics of Health, XXIV:
Afghanistan, (Washington, D.C.: 1978), Table 5, p. 26.

8. "EPI-Update: Childhood Tuberculosis and BCG Vaccine, (Geneva: W.H.O., August
1989).

9. Kathleen R. Cita, Report of a vaccination Program in Nuristan,
. Summer 1987, p. 32.

157



,, j . ..... - ' - • ! li,-!-'.: '
I j i )• '< '* -' ' :r,l , ' ,

' ' ' '

VII. PROCUREMENT AND SUPPLIES; MANAGEMENT

Vimal S. Dias, Advisor

1. INTRODUCTION

Procurement activities during the nearly eight years of the Afghanistan Health Sector Support
Project (AHSSP), varied considerably in terms of range of products procured, volume of
purchases, medical logistics training, and degree of sophistication in using procurement systems
and procedures. Hence, it would be useful to describe procurement activities in terms of three
separate development stages, as outlined below.

Initial Stage: At the inception of the Project in 1986, attention was mainly focused on providing
relief to the war wounded mujahideen. During this initial period, about 50 drugs and a small
range of medical supplies were procured to cater to the needs of a few Basic Health Workers
(BHWs) and clinics sef up for providing Health Services. Medical kits used by MSH at this
time was greatly influenced by what the Swedish Committee for Afghanistan (SCA) was using
for their health delivery systems in Afghanistan. At this time, procurement activities were
handled as a part of Field Operations.

The Second Stage of Rapid Expansion: With the rapid expansion of health services and
training of BHW'S, dai's and doctors, the need for using new types of kits increased very
significantly. Hence, the volume and range of medical supplies needed for assembling a wider
range of medical kits also increased substantially. This in turn, placed a very heavy work load
on procurement activities, demanding the use of advanced systems for planning and controlling*
inventories. , . > , ,

.- !.

At this stage, it was quite evident that procurement activities could^pjonger function efficiently
under Field Operations. Hence in 1989, a separate;P^c«urem^ wasj.sefc.up ifor^
providing procurement services to.,4. rapidly expanding, crpss-bord^^^^
This unit consisted of a team of four persons headed by an expatnate-Prbcurernent Advisor, and
assisted by a senior Pakistani pharmacist.

It was soon becoming evident that current procurement systems and procedures were rather
inadequate in supporting a rapidly expanding health system. Hence, much time and effort were
directed towards designing and implementing appropriate information systems to support
procurement needs for drugs, medical supplies, equipment and general supplies. In addition to
designing new systems, much time was spent on training and developing procurement staff in
using of new computerized systems.
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Final Stage of Phase Down: The growth period in procurement activities which began around
1989. continued until around 1992. However after 1992, volume of purchases started to decline
heavily for many reasons. As there was some doubt about the level of future donor support for
Afghanistan, it was decided to reduce operating costs, through Combined Procurement, kit
standardization and rationalization. Through such cost reduction efforts, substantial savings were
achieved in terms of reducing cost of supplies.

Even though this was a period of relatively low purchases, it was rather a difficult time, not
knowing exactly how best to respond to procurement needs at a time when the Project's future
was in doubt. Finally, the decision to completely close down the Project in April 1994 without
a follow up, compelled procurement and warehouse staff to empty the Warehouse at short
notice. This certainly placed a heavy work load on the Warehouse, which was already operating
with a limited staff in line with the planned phase down.

The three periods described above is best portrayed in Figure VII - 1, showing the weight of
medical kits shipped to Afghanistan in metric tons over the entire life of the Project. The
relatively high level of shipments towards the end of the Project in 1993 and 1994, reflect large
shipments of bonus BHW and clinic kits issued in order to empty the Warehouse.

2. OBJECTIVES

The main objective in operating the medical supply system was to maintain efficient systems for
procuring, warehousing and issuing drugs, equipment, medical and general supplies required by
MSH, and other U.S.A.I.D. specified external organizations under Combined Procurement, for
supporting Afghan cross-border health delivery systems. In achieving this broad objective, the
MSH Procurement Department adhered to the following set of key sub-objectives.

* Procure from suitable suppliers, a broad range of supplies needed by different
departments of the Project, at the best possible prices, according to required
specifications and quality, and within the standaid lead time period of 3 months set for

• local procurement.

* Through regular audits for Good Manufacturing Practices (GMP) and Good Laboratory
Practices (GLP), prequalify drug manufacturers for ensuring drug quality.

* Through good storekeeping procedures, minimize waste, pilferage, losses and drug
, expiry. ,

* Maintain appropriate Management Information Systems for procurement, inventory
control, warehousing and kit management.
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Assist in setting up drug depots inside Afghanistan and train workers in operation of
medical logistics systems.

Operate an efficient kit assembly program at MSH Warehouse to meet kit needs of MSH,
and those of MCI and IMC under the common kit system.

3. ACCOMPLISHMENTS AND OUTPUTS

Much has been accomplished in areas of procurement, inventory control and warehousing over
the life of the Project. Some of these major achievements, problems encountered, and lessons
learned are described in the following sections.

A. Use Of A Kit System

A close parallel could be drawn between military logistics and medical logistics. In fact, many
modern techniques could be traced back to methods that were discovered by the military many
years ago. Some of these old techniques and some new, have been used in providing cross-
border logistic support to Afghanistan based in Peshawar.

i • ' • ' ' ' , |
Considering the somewhat unusual nature of this cross-border program, the need for developing
and maintaining efficient logistics systems were well recognized from the very inception of the
Project. Logistics support constitutes a series of related activities that are critical for maintaining
an efficient health delivery system in Afghanistan. These functions basically consists of
procurement, warehousing, kit assembly and distribution, and accounted for over 40% of the
program budget. Further, these activities have a significant impact on availability of medical
supplies in Afghanistan and their therapeutic benefits.

Moving drugs and medical supplies from the MSH Central Warehouse in Peshawar to over 1500
Basic Health Workers and 180 health facilities spread all over Afghanistan across a 2000 km
border with Pakistan was no easy task. There were many options for distributing medical
supplies, but it was important to select a method that would be conducive to harsh conditions
prevailing in Afghanistan, and still achieve program objectives.

From the very inception of the Project, supplies have been issued in the form of kits, and this
practice has continued ever since. A kit system is basically supply driven ( push system) as
apposed to demand driven (pull system). It continued to be used for supplying medical supplies
until the end of the Project, as it offered the following advantages.

i. Ease of transport and handling,

ii. Less breakages in transit.'J
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iii. Inability to supervise prescribing habits and logistics operations within
, Afghanistan.

iv. Lack of trained and experienced personnel inside Afghanistan for ordering
medical supplies and managing drug depots.

v. Less likelihood of pilferage.

vi. Ease of accountability.

vii. Limited access to Afghanistan due to severe weather conditions during winter.

viii. Lack of proper storage facilities within Afghanistan.

IX. Last but not least, kits offered the quickest way of moving large quantities of
medical supplies under difficult conditions.

At the time of Project termination in 1994, about 25 standard kits were employed. For a
complete set of these standard kits showing kit contents, refer to Appendix VII - 1

For most kits supplied to BHWS and facilities, an initial kit was provided for the very first
issue. Thereafter, resupply kits were provided once in every six or 12 months. The initial and
resupply kits are basically similar, except that the initial kit contained certain additional durable
items which were required only when a new health facility was created, or when a BHW started
his practice. All kit contents were determined by the Medical Advisor, and were revised
frequently to reflect changing needs of the program. Standard kits that were utilized at the close
of Project were as follows.

Basic Health Worker Kits

Basic Health Worker D Carton
Basic Health Worker Dl-Carton • :
Basic Health Worker Field Kit (Initial)
Basic Health Worker Equipment Kit (Initial)

I

A basic health worker resupply Kit consists of one Dl Carton and five D Cartons, and is the
presumptive needs for a period of six months.

Clinic Kits

Clinic Initial Kit
Clinic Resupply Kit

162



Small Hospital Kits

Small Hospital Initial Kit :
Small Hospital Resupply Kit

Big Hospital Kits

Big Hospital Initial Kit
Big Hospital Resupply Kit

Special Kits

With the growth of health services and training, certain health facilities were upgraded to
provide special services requiring use of special kits. Hence, the program began issuing a
series of special kits to meet these demands. These include:

Abdominal Initial and Resupply Kits.
Emergency Kits j
Amputation Initial and Resupply Kits
Dental Initial and Resupply Kits
Laboratory Initial and Resupply kits.
Xray Initial and Resupply kits.

MCH Kits

In line with the policy of developing MCH activities in Afghanistan, from 1990, the following
MCH kits were also added to the range of standard kits.

D a i Kits . ! . _ . . . j ;

Special Midwifery Kit j
MCH Initial and Resupply kits
Voluntary Health Sister Kits
Community Health Visitor Kits

BHW, clinic initial and clinic resupply kits accounted for the major cost of all standard kits
shipped to Afghanistan. Figure VII - 2 and Figure VII - 3 illustrate the number of BHW, and
clinic initial and clinic resupply kits issued each year during life of the Project.

B. Kit Plus For Kit Management
i <

Maintaining an efficient kit system for supplying medical supplies is not merely a case of putting
products in card board boxes and shipping them to Afghanistan. While proper systemr and
procedures were essential for the physical handling of kits, there was also a need for good
information. As suitable computer packages for kit management were not commercially
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available, it was decided to develop a special purpose package for this purpose, In 1989, such
a comprehensive user friendly menu driven package called "Kit Plus" was developed in dBase.
Kit Plus has many useful features making it ideal for kit management. Some of these included:

i. Ability to create new kits, delete, and add individual items to kits, modify kit contents
such as product names, codes, specifications, prices and kit quantities etc.

ii. . Forecast kit requirements based on information provided by field operations, and order
generation. : . - . , (

' " /•"' '• ' - j
Hi. Value kits using multiple currencies, and printing kit lists.

iv. Monitoring outstanding orders, up to the time of receiving supplies at the MSH
; Warehouse, and many other useful features;. \

t '

Developing and maintaining a cross-border logistic system based in Peshawar for a country like
Afghanistan requires good management. Having to deal with a variety of constraints such as
harsh climatic conditions, a war torn country, poor transport and communication facilities
necessitated the need for good planning and use of appropriate logistics systems. A wealth of
experience has been acquired over the last few years in developing and maintaining logistic
systems, and some of these are described below.

C. What was Procured

At the beginning of the program in 1987, purchases were mainly restricted to a few essential
drugs that were issued to BHWS and clinics. With program expansion and training of health
workers, both the number of kits and the range of individual items procured increased
considerably. At the time of closing the Project, about 25 different types of initial and resupply
kits were in use, utilizing nearly 600 individual stock items for their assembly.

A complete list of drugs, medical supplies, and equipment procured for assembling standard kits
are listed under Appendix VII - 2. In addition to these medical supplies, the Procurement
Department also procured all other supplies required by the Project for maintaining health
services inside Afghanistan, MSli and RHA liaison offices in Peshawar.

These included:

Office equipment: computers, printers, typewriters, stationery, airconditioners,
photocopiers, and generators.

Vehicles: bicycles, motorcycles, and pickup trucks.

Training equipment: overhead projectors, slide projectors, and printing equipment.

EPI-equipment: refrigerators, freezers, cold boxes, and other EPI equipment.
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Figure VII - 4 illustrates the value of annual purchases of medical supplies.

D. Use of a Procurement Agent

MSH Procurement Office was not involved in all aspects of procurement, but only determined,
"what", "when" "how much" of each item was to be purchased and in the selection of suppliers.
Other routine procurement functions, such as identification of suppliers, inviting bids, receiving
quotations and making supplier payments were undertaken first by AMEG until 1989, and
thereafter by Ronco Consulting Corporation based in Islamabad. These procurement agents were
appointed by U.S.A.I.D. for undertaking procurement for all U.S.A.I.D. funded projects.

Initially, MSH expressed it's desire to undertake all aspects of procurement. Considering the
specialized nature of drug procurement, MSH's worldwide experience in drug supply
management, and specialized software for drug procurement, it would have been best for MSH
to have undertaken all aspects of procurement. However, U.S.A.I.D. assigned this task to a
procurement agent having experience with U.S.A.I.D. procurement procedures. Even though
it would have been best for MSH to have undertaken all aspects of procurement, the system of
procuring through Ronco worked out quite satisfactorily.

E. Selecting Suppliers

Selection of suitable sources for medical supplies was important, as it had a big impact on price,
quality and delivery. There were many potential sources for procuring drugs and other supplies
needed by the program, as listed below.

* Strictly follow the "Buy America Policy" and import all drugs and medical supplies
needed by the program from the US.

* Use open tenders by accepting offers from suppliers on a worldwide basis.

* Purchase majority of drugs and medical supplies from reputed manufacturers and
distributors in Pakistan, and only import those items which are difficult to procure
locally. •• .- • • '

The initial reaction was to follow the "Buy America" policy. However, it was soon realized that
such an approach would give rise to the following problems.

* Cost of medical supplies would be significantly increased, if purchases were made from
U.S. based suppliers.

* Would need to deal with longer procurement lead times, making inventory control and
procurement that much more difficult.
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* Standardization of drugs would be more difficult among NGOs participating in the
Afghan health delivery effort.

For above reasons, the need for procuring from U.S. was dropped and a waiver was obtained
against the "Buy America" Policy. Later each of the above mentioned procurement options were
considered for price, quality and delivery. A decision was made to follow a policy of procuring
drugs and other medical supplies from sources in Pakistan provided they adequately met desired
quality standards. Only those items which were not readily available in Pakistan were imported.
This policy coupled with a strict quality assurance program has worked well, thus reducing the
cost of purchases and supply lead times to around three months.

F. Quality Assurance • i

When the Project was spending over three million dollars annually on purchases, most of it on
drugs, it was important to obtain value for money. This was particularly so for drugs, where
quality and prices varied so much.

The pharmaceutical industry in Pakistan has developed quite rapidly over the last decade. The
industry consists of units ranging from small scale manufacturers to big multinationals. Use of
manufacturing and quality control techniques varied quite considerably from one unit to another,
and so did prices. For certain drugs, the difference in costs was as much as 10 times, as in the
case of Multivitamin Compound. Hence identifying manufacturers producing good quality drugs
at reasonable prices was one of the biggest challenges facing the Procurement Department

i
In line with U.S.A.I.D.'s policy of allowing local procurement of drugs, provided they met good
quality standards, made it very important for MSH to follow strict quality assurance practices.
Hence, as part of it's quality assurance program, MSH employed a system for prequalifying
drug suppliers. Under this program, potential drug manufactures were subjected to Good
Manufacturing Practice (GMP) and Good Laboratory Practice (GLP) audits on a regular basis.
These audits on currently prequalified manufacturers and new suppliers, were carried out by
experienced and a well recognized expatriate Industrial Pharmacists. Each manufacturer was
prequalified to supply different types of Pharmaceuticals such as, injectables, capsules and
tablets, antibiotics and creams etc. At the time of closing the Project, there were about 45
prequalified manufacturers, consisting of an equal proportion of multinationals and local
companies. Each prequaiified manufacturer was audited once in two years. All drug purchases
through Ronco were subjected to this process of prequalification as part of the quality assurance
procedure.

G. Forecasting & Inventory Control

Forecasting kit requirements and inventory control are two related functions which need to be
undertaken carefully, as it affects both availability and cost of operating the logistic system.
Forecasting demand for anything is usually difficult, and forecasting requirements of medical
supplies for Afghanistan poses .special problems. It is not possible to use conventional
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forecasting techniques based on morbidity or past usage patters. (Basically the demand depends
on the resupply interval set for a particular facility or a BHW, and it's last resupply date.
However, resupply times do not usually coincide with expected values of three, six and 12
months, due to a variety of reasons. Drop outs, cancellations, deaths, war, and lateness in
picking up supplies due to unfavorable weather conditions and other reasons make a considerable
difference between expected resupply intervals and what is actually achieved. This had a major
impact on procurement practices, storage requirements and buffer stock levels.

As a means of improving forecasts, an attempt was made to study the variance between actual
average resupply interval achieved in practice, and scheduled resupply interval established for
each category of health workers and facilities. This helped in setting average lateness factors
for each category of BHWs and facilities, rather than assume a global lateness factor for all
categories. By incorporating individual lateness factors in making forecasts, as apposed to using
a global lateness factor, the accuracy of forecasting kit needs significantly improved.

Due to the large number of kits, different resupply intervals, types of facilities and the number
of individual users exceeding 1600, use of manual methods for forecasting would have been
extremely tedious. Hence, a menu driven computer package called "Forecast" was specially
developed in dBase to perform this important repetitive task for forecasting kit requirements.

Forecasts serve as inputs to the inventory control system, which basically helps in determining,
"what needs to be ordered", "when to order", and "how much to order". Many commercial
inventory control packages were available, but it was not possible to identify one which could
cater to the special needs of the program. Various systems have been used from the inception
of the program and have been continuously modified and improved. Over the last four years,
a system of quarterly ordering was in use, where orders were placed four times a year, during
January, April, July and October each year. Since orders have to be placed for individual items
and not kits, it first became necessary to convert kit requirements to individual product
requirements. Since a particular product could be in multiple kits, this complex task of
estimating aggregate needs of each item was accomplished through a spread sheet program. This
exercise provided each item in inventory, with an aggregate requirement over a given planning
period.

Once aggregate kit requirements were identified, this information was fed to yet another spread
sheet, which actually determined the quantity of each item that needs to be ordered for the
planning period. This program took into account factors such as, current stock in hand and on
order, Level of Buffer Stocks etc., in making-out an order to be placed with Ronco.

It is important to mention that conventional inventory control techniques would not have been
effective for conditions prevailing in Afghanistan due to the complex ordering system and large
variations in demand patters during a given year.

Important steps undertaken for initiating quarterly orders are summarizea below.
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i. Employ "Forecast" dBase program on a quarterly basis for forecasting kit requirements
over the planning period on a monthly basis.

ii. Convert kit requirements to individual item requirements using "KITCON" lotus
program.

iii. Identify which items need reordering and their order quantities using Lotus program
"MULT!".

iv. Order approved by U.S.A.I.D. and forwarded to Ronco for action.

H. Warehousing

Introduction: The MSH Central Warehouse in Peshawar has grown from a small unit
consisting of a few small rooms to a large warehouse with over 28,000 square feet. At the peak
of it's operation, it had a staff of over 60. This staff consisted of mostly Afghans and was
managed by a former Pakistan Air Force Group Captain with many years experience in stores
management. An organization chart of the Warehouse is illustrated in Appendix VI - 3.

The key operations involved in warehousing are as follows.

* Receive all items procured through Ronco and on local purchase.

* Store individual items in a Bulk Store.

* Issue individual items from the Bulk Store to the Assembly Shop, for preparing kits.

* Transfer assembled kits to the Kit Store.

* Issue completed kits to individual parties on instructions received from MSH Field
Operations. .

Receiving and Storage: At the point of receiving, all products are checked for conformity with
supply contracts established by Ronco, the MSH procurement agent based in Islamabad. This
vital function was carried out by an Afghan pharmacist in charge of the receiving section.
Experience showed that maintaining strict product acceptance policies had paid off well, as it
has greatly reduced the incidence of receiving poor quality products.

Over the years, many improvements have been carried out on storekeeping procedures. The
Warehouse practiced many good storekeeping methods such as, locating items in alphabetical
order for easy identification, use of First in First Out for issues for minimizing risk of drug
expiry, continuous stock checks, and use of bin cards etc.



Kit Assembly Shop: The Assembly Shop is the hub of activity where individual items are
assembled into cartons to form kits. This is a very labor intensive operation that involves
repackaging drugs from large packs provided by suppliers to small poly bags containing a few
hundred tablets or capsules. Hence, this operation needs to be undertaken carefully and under
hygienic conditions. For this purpose, drugs such as tablets, capsules and injections are counted
manually, placed in poly bags and heat sealed to protect contents. The task of sealing poly bags
has to be done carefully to ensure that they are well sealed to stand extreme climatic conditions
in Afghanistan.

Repackaging of drugs is an important step where much of the advantages derived from good
procurement practices could be easy lost through poor repackaging and handling. Poly bag seals
are frequently examined visually for good seals. This may not be the best test, but the failure
to locate a suitable seal testing method has not left any other options.

Over the last few years, the packers at the MSH Warehouse have developed the operation of
packing cartons into quite an art. This process has adapted many assembly line techniques to
increase productivity. Further, special packing techniques were utilized for minimizing breakage
and spoilage of kit contents, while in transit to far off destinations in Afghanistan. These
include, ensuring that breakable and crushable items are put in the middle of cartons where
possible and cushioned by soft items such as bandages and gauze pads etc. Further all cartons
are enclosed by polyethylene covers to make them water proof. In addition, all kits were
marked on the outside, with a kit code for easy identification. Date of assembly was also marked
on the outside of kits, so that users could employ kits with earlier dates first as a means of
minimizing drug expiry. These techniques made it possible to reduce incidence of breakages,
spoilage, mix ups, and expiry quite considerably.

Inventory Records & Computerized Inventory Control: No warehouse operation is complete
without adequate records on management information and systems required for purposes of
accountability. From the inception of the Project, information on inventory transactions such
as issues, receipts and stock balances have been recorded for individual items and kits using a
manual system using a set of stock cards. This practice continued until the end of the Project,
but in 1990 a Computerized inventory control system was introduced for bulk and kit store
operations. Since it was not possible to select a suitable inventory control package for
controlling drug inventories, a special menu driven inventory control package called "Drug
Inventory Control Package" (DICP) was developed in dBase.

DICP proved to be a valuable tool for exercising tight control over inventories, providing
information for MSH management and U.S.A.I.D., and responding to many emergency
situations ii» Afghanistan. DICP has generated a variety of useful information for managing the
Project that was not available before using manual systems. These include, information on
different batches of a given drug such as expiry dates, batch quantities and supplier.-,, year to
date and month to date information on receipts and issues, and quantities on order and back
orders.

172



The computer operator was initially given intense training on the use of this package. This
contributed much towards the maintenance of .a trouble free and upto date Computerized system
right up to the end' of the Project.

I. Combined Procurement

In early 1991, U.S.A.I.D. requested MSH to undertake a price comparison study on a sample
of high value drugs commonly procured by MSH and two other U.S.A.I.D. funded NGOs,
namely International Medical Corps (IMC) based in Peshawar, and Mercy Corps International
(MCI) based in Quetta. This study revealed that prices paid by MSH for many of these common
drugs were lower than prices paid by the two above mentioned NGOs. Further, MSH drug
prices were for purchases from manufacturers prequalified for GMP and GLP. On the basis of
this analysis, U.S.A.I.D., requested MSH to initiate a system of Combined Procurement with
twin objectives of reducing procurement costs, and extending the benefits of procuring quality
drugs through a system of prequalification to IMC and MCI.

Initially, the list of drugs coming under Combined Procurement was restricted to a short list of
only 10 class "A" drugs (drugs with high dollar usage value). The merits of using this system
was quickly apparent, and U.S.A.I.D. extended the system to cover all drugs and later to include
medical supplies as well.

Under Combined Procurement, IMC and MCI raised their own procurement requests to fit in
to MSH's quarterly procurement cycle. When placing quarterly orders with Ronco, an aggregate
order was prepared showing separate needs of MSH, MCI and IMC. The supplies however,
where shipped directly to IMC and MCI to minimize handling and shipment delays. In this
Combined Procurement process, MSH's Procurement Department played a vital role
coordinating operations between MCI, IMC, Ronco and U.S.A.I.D..

Under this Combined Procurement system, MSH raised orders for drugs and medical supplies
worth $ 357,716 and $ 446,519 for MCI and IMC respectively.

J. Common Kit System

In 1992, the Combined Procurement system was replaced by a Common Kit system at the
request of U.S.A.I.D.. The main reason for introducing the Common Kits system was to ensure
that major U.S.A.I.D. funded health projects maintain common kits in providing health delivery
to Afghanistan. The other reasons for it's introduction were to minimize transport delays, and
communication problems experienced in dealing with MCI Quetta.

Under the Common Kit system, both MCI and IMC placed orders for ready kits with MSH
Procurement instead of placing orders for a large number of individual items. When placing
quarterly procurement requests with Ronco, needs of MCI and IMC were also considered. On
receipt of supplies at the MSH Warehouse, kits for MCI and IMC were assembled separately,
and transported by truck and train directly to IMC and MCI. The Common Kit system
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continued until 1993, and kits to the value of $ 49,363 and $109,451 were assembled and
distributed to IMC and MCI respectively.

K. Kit Standardization and Rationalization

By 1992, there was considerable doubt as to whether it would be possible to maintain the current
level of donor support in future. Hence, cost containment was identified as the first step towards
sustainability. Considering the fact that over 45% of the program budget accounted for supplies,
and most of it for drugs, it was rather obvious that any cost reduction efforts should focus on
supplies.

With this in view, contents of all MSH standard kits were critically reviewed, jointly by MSH,
U.S.A.I.D., MCI and IMC. The objective was to explore ways of reducing kit costs by
balancing therapeutic benefits and cost of supplies. Under this kit rationalization and
standardization exercise, many items were completely deleted, number of the item included in
kits reduced, items substituted by other cheaper products, and in some instances new items added
to kits. In doing so, systematic cost reduction techniques of ABC and YEN Classification
Systems were used effectively for maintaining a good balance between therapeutic benefits and
costs. This was expected to lead to maximization of scarce resources and moke sustainability
plans more realistic.

The extent of cost reduction achieved with respect to commonly used kits were as follows.

Kit % Cost reduction

D Carton
Dl Carton
Clinic Initial
Clinic Resupply
Dental Initial
Dental Resupply
Dai Kits

L. Afghan Drug Depots

31%
37%
43%
48%
49%
63%
21%

At the beginning of the Project, kits were issued directly from the MSH Warehouse in Peshawar
to BHWS and all other facilities such as clinics and hospitals. However, in 1990, a decision was
made by Field Operations to set up drug 10 depots inside Afghanistan managed by the four RHA
health committees. Once kits were received by a particular depot, they were expected to be
issued to all BHWS and facilities served by a depot. This system of preposting kits,
significantly reduced the work load relating to issues at MSH Warehouse and also minimizing
kit transportation costs to Afghanistan through bulk delivery.
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have also provided a great opportunity for Afghan staff to improve their management skills.
Perhaps this is an invisible benefit that is rather difficult to quantify, but yet very significant.

Afghans attached to drug depots in Afghanistan needed logistics and management training for
operating their current systems based on kits, and also for facing even greater challengers in the
future. The type of training discussed earlier was undertaken with this in view. However, in
conducting such training, many problems and constraints were faced. An account of these are
given below. .

•In Afghanistan, logistics issues are usually misunderstood, and given very low priority within
the health delivery system as a whole. Problems of war, politics, poor salaries, job insecurity
and for other reasons, drug depots have not always been able to attract and maintain the best
personnel.

While undertaking training, constraints were many, as explained below:

i. Majority of participants were very keen on learning, but were rather slow in absorbing
new concepts. Many had either lost touch with basic language and math skills on
account of the war, or have not had sufficient schooling at all. This problem necessitated
the use of appropriate, but time consuming teaching methods employing practical
examples familiar to participants for conveying key messages. This procedure severely
slowed down the learning process.

ii. Many participants did not consider their attachment to drug depots as being permanent,
enabling them to follow a career in logistics. Perhaps, this factor further limited their
incentive for self development.

On the whole, logistics training perhaps only tickled the desire for learning, and hence it is
doubtful whether it had the desired impact. Hence, it appears that the following conditions
would be important prerequisites for undertaking any results oriented logistics training in future.

i. Selection of participants with suitable language and numerical skills for receiving
training.

I ;

ii. Logistics training is a practical subject. While theory is important, developing necessary
practical skills for designing, implementing and managing a supply system is vital. For
this, it would be necessary for expatriate staff to visit Afghanistan frequently for long
periods, and work closely with logistics personnel. This was not possible under this
Project, and was the main reason for not been able to develop systems much beyond the
use of a simple kit system.

B. >Lack of Competent Logistics Managers
It is not very clear what would replace the logistics systems developed and introduced by MSH
over the last several years. When peace returns to Afghanistan some day, one of the most
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Names and locations of the 10 drug depots are included in Appendix VII - 4. A typical drug
depot had a small staff of about four persons headed by a storekeeper. MSH assisted these
depots by providing stock record cards needed for maintaining inventories, basic furniture, office
stationary, minor building improvements, pallets, and reimbursing depot rents. In addition MSH
provided training in medical logistics to many storekeepers attached to these depots. An account
of such training activities is described in the next section.

M. Medical Logistics Training

Afghanistan did not have a functioning medical logistics system that was centrally or regionally
managed. The 10 regional drug depots, were created with the expectation that they would play
a dominant role in building centralized or regional logistics systems in future.

All systems are as good as those who operate them. Hence, the need for providing training in
basic general management skills and supplies management in particular were recognized from
the very inception of the Project. From 1990 until the end of the Project, a total of 39 persons
attached to Afghan drug depots were trained by MSH Procurement Department in Peshawar.
This training consisted of:

* Basic class room training in general management, and supplies management.

* Providing hands on experience at the MSH Warehouse in Peshawar.
* •

* Identifying weaknesses of current logistics systems, opportunities for improving
performance and how financial assistance could be obtained through the Project for
upgrading storage facilities in Afghanistan.

A course schedule of a typical supplies management course is included in Appendix VII - 5.
However, it was not practical for all personnel attached to drug depots in Afghanistan to attend
supplies management training courses conducted in Peshawar. Hence, a training of trainers
workshop was conducted in Peshawar in 1991. The 18 persons who attended this course were
expected to train their colleagues attached to drug depots in supplies management.

4. CHALLENGES AND CONSTRAINTS

In achieving results described above, the Procurement Department and the Warehouse had to
operate under many constraints, facing many challengers. Some of these are discussed below.

A. Management Development

Over 1,700 tons of medical supplies have been delivered to Afghanistan over the life of the
Project. While this has been a major achievement, procurement and warehousing operations
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important components of developing a health system would be to build appropriate medical
logistics systems. At this time, identifying suitable persons who could assume leadership roles
for key positions would become vital. Examples are many, where poor leadership has had
disastrous impacts on programs and created much frustration among managers, workers and
patients alike.

Experienced Afghan managers are rare in Afghanistan, and in Pakistan. Qualified and
experienced Afghans currently working abroad are unlikely to return home soon. Hence, leaders
would most probably have to emerge from those who were attached to the MSH Project in
Peshawar, MSH field staff in Afghanistan, those attached to other Peshawar based development
projects and from those attached to the Afghan Ministry of Public Health. Even from this
group, it is not very sure as to how many would be available for work in Afghanistan if and
when their services are required in future. •

In the area of logistic support, the three key positions, namely Warehouse Manager, Chief
Pharmacist and Computer Operator responsible for generating orders and inventory control were
occupied by Pakistanis. These persons are most unlikely to work in Afghanistan. The Ministry"
of Public Health too has shown very little interest in acquiring logistic management skills.

Further, many key decisions regarding logistics and related issues were taken by expatriate
staff. This, and use of the kit system, severely restricted decision making powers of Afghan
logistics personnel.

Sooner or later, Afghans would need to assume leadership roles and make key decisions, with
or without the help of expatriate staff. Since results could only be achieved through people,
developing people and upgrading logistics operations to reflect their true value, would need to
be high on the list of priorities of any future health development project.

C. Reliance On Kits

While the kit system served the Project well, like most systems it had it's weaknesses. Due to
regional variations in disease patterns and prescribing habits, certain drugs were some times in
short supply, while others piled up due to lower usage at certain user units. This would have
contributed to waste and had a negative impact on patient care. Program managers were aware
of this situation, but had few options, except'changing over to a demand driven system. The
feasibility of changing over to a demand driven system was frequently considered, but had to
be abandoned due to problems of, setting up and operating suitable drug depots inside
Afghanistan, uncertainty regarding future donor, support, problems of providing proper training,
and last but not least the inability to guide and supervise the introduction of new management
systems in Afghanistan.

D. Post Purchase Drug Testing
A system for prequalifiyip ; drug manufacturers is only one
addition to this chcol., .v w<,i>)< r j '.', * , ." V2iv u/ ,u.vw
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This should have been especially important for high value items and those drugs likely to pose
health hazards on account of poor quality. Many attempts were made for identifying suitable
drug testing laboratories within and outside Pakistan. Unfortunately, due to lack of suitable
laboratory facilities within Pakistan, problems of high cost, and delays in testing drugs abroad,
it was not possible to implement this important step in quality assurance.

Another way of obtaining useful information regarding quality was to obtain feed back on drug
efficacy from prescribers and patients. Even though it was not possible for expatriates to visit
health facilities in Afghanistan, some feed back on drugs was regularly obtained through
monitors visiting BHWS and health facilities. Further, information on drugs was regularly
received while conducting many refresher courses for doctors, BHWs and others. The feed back
received so far regarding the effectiveness of drugs has been generally positive, without any
major complaints.

E. The Future

Even if peace returns to Afghanistan relatively quickly, it is highly unlikely that Afghanistan
would be able to build a strong economy in the near future. As a result, it would be extremely
difficult for the MOPH or RHAs to support basic health services without significant donor
assistance. Hence, Afghanistan will have to continue to rely heavily on donors, as has been the
case for over the last 10 years or more. However, what is not very clear at present is whether
other major donors are willing to fill the vacuum created by the withdrawal of U.S.A.I.D.'s
support for the health sector.

Even if new health projects are set up very quickly, it would certainly take time to be
implemented. Further, there may not be provision in such new projects for providing medical
supplies in large quantities for supporting BHWS and health facilities througnout Afghanistan.
Considering the heavy capital requirements (approximately 40%) for medical supplies, the
chances of receiving assistance in supplies appear to be remote. Hence, some of the most likely
scenarios for BHWS, and health facilities for obtaining future medical supplies are as follows.

* Certain health facilities and BHWs may continue to function by charging fees for service
or through sale of drugs, or both. The last batch of medical kits provided by MSH could
be employed as seed capital for setting up revolving drug funds. Hov/ever, much would
depend on the ability to manage simple revolving drug funds, and also on patients ability
and willingness to pay for drugs and medical services. As seen from past experience,
such systems may not last long in most places due to a combination of poor management
and dire economic conditions. '

* There is some possibility for BHV/s and facilities supported by MSH to be taken over
by other donors, and medical supplies continued to be provided. However, chances of
this happening quickly throughout Afghanistan is rather remote.
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* Without fresh supplies, it would be difficult for many facilities and BHWS to operate,
successfully for long. Most consumables would probably last another 6 to 12 months the
most, and the equipment a few years with good usage. If successful revolving drug
funds are not in place, or new donor assistance is not forthcoming at this point in time,
many would cease to operate. With this, patients would have no choice, but to procure
their medical supplies from local pharmacies. If so, chances are that benefits of using
primary health care, rational prescribing habits and use of drugs over the last several
years may diminish very quickly.

If the above worst case scenario becomes the reality, most of the effort taken in developing
logistics systems and investment in personnel development would be lost. Hence, any attempt
in developing medical logistics systems in future, would need to start virtually from scratch.
This would most-certainly-be a very formidable challenge.

5. LESSONS LEARNED

During the course of the Project, many valuable lessons were learned regarding different
operational aspects of the cross-border medical logistics system. These would be invaluable for
those attempting to design future cross-border health delivery projects in general, and for
Afghanistan in particular. An account of major lessons learned are described below.

A. It Pays to Develop Tailor Made Software Packages

The decisions to develop user friendly tailor made computerized systems for inventory control,
and kit management paid rich dividends. These included ability to control inventories tightly
in a rapidly changing environment, respond to sudden emergency medical needs in Afghanistan,
and cater to demanding information needs of MSH and U.S.A.I.D.. The effectiveness of special
purpose software that was developed, and operator competence is demonstrated by the fact that;

* There was never a major break down of computer systems.

* There was never an external need for software development, and support.

* It was possible to operate the Procurement Department with the minimum of staff, while
procuring a very wide range of supplies worth several millions of dollars per year.

The message is simple; that it pays to develop tailor made computer systems when regularly
dealing with large amounts of information, operating under special conditions such as those
found in Afghanistan, rather than attempting to adapt general purpose packages.
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B. All Systems Are As Good as Those Who Operate Them

Development of appropriate computerized and manual systems are important, but they would
only bv. as good as those who operate them. This point was well recognized at the very
beginning of setting up the Procurement Department. Recruitment of suitable persons,

, attractive wages, and a big investment in terras of training at the beginning went a long way
towards building a small, but an efficient procurement team. The fact that there was little or
no staff turnover during the life of the Procurement Department is ample testimony of job
satisfaction. The situation at the Warehouse was similar. Recruiting a former Pakistani Air
Force officer with many years of stores experience as the Warehouse Manager, went a long way
towards making the MSH Warehouse a model for others doing similar operations. Under his
leadership, a total of 1,718 tons of medical supplies were despatched to Afghanistan, often tinder
very difficult circumstances. Yet, major stockouts were very rare, while holding losses due to
drug expiry and waste to a bare minimum. The Warehouse Manager and his team of dedicated
staff achieved results through good communication, discipline, and strict adherence to established
systems.

C. Procuring From Pakistan Was a Sound Decision

The decision by U.S.A.I.D. at the beginning of the Project to permit procurement of drugs,
equipment, medical and general supplies, from Pakistan was a very sound decision. Failure to
do so would have definitely led to long and variable procurement, lead times. This would have
made it necessary to"hold much larger buffer stocks in an effort to keep a smooth supply line
to Afghanistan. This, coupled with problems of getting supplies through to Afghanistan and
problems of forecasting demand for supplies, would have increased drug expiry, stockouts and
operating costs.

- *' *

D. Kits Helped to Deliver Large Quantities of Supplies Quickly and Efficiently

At the beginning of the Project, it was decided to use kits to deliver large amounts of medical
supplies safety, economically and quickly to remote areas of Afghanistan. While the kit system
had it's own share of drawbacks, the decision to continue it's usage until the end of the Project
was a wise decision. A decision to change over to a demand driven system or any other at the
middle of the Project most probably would have produced adverse results, thus severely affecting
the health delivery system as a whole.

E. Drug Depots Encouraged Responsibility and Simplified Distribution.

Creation of drug depots using a system of preposting medical supplies in 1991 helped much
towards simplifying logistics operations through bulk kit issues, minimizing transport cosb, and
providing Afghans with an opportunity for assuming greater responsibility in managing logistics
issues.
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F. Combined Procurement - A Step in the Right Direction

The decision by U.S.A.I.D. for undertaking Combined Procurement on behalf of IMC and MCI
was a step in the right direction. It is important to procure good quality medical supplies at
attractive prices. While this is so, decisions concerning "What to Order" and How Much to
Order" are also very important decisions having significant financial and therapeutic impacts.
Hence, it would have been best to have improved inventory control techniques at MCI and IMC
in order to derive the best benefits of Combined Procurement.

G. Standardization and Kit Rationalization Produced Mixed Results

After the introduction of Combined Procurement and Common Kit system, the next most logical
step was to standardize and rationalize kits. The U.S.A.I.D. initiated exercise involving MSH,
MCI, and IMC in 1992 for rationalizing kits was useful. However, it appears that it was
undertaken too late. Elimination of many items from kit lists, and reduction of quantities
assigned per kit, made certain items to become obsolete, or slow moving. The decision for MCI
and IMC to return excess stocks to MSH, and the sudden decision to close the Project without
a follow up project, made many items to be highly excessive. Towards the end of the Project,
these items had to be forced issued, thus nullifying some of the benefits derived from this
exercise.

Hence, it shows the importance of unc.. -axing any rationalization exercises at the early stages
of a project rather than at the end.

H. Ronco Another Layer To The Procurement Process

Considering the specialized nature of medical supplies, it would have been best for MSH to have
undertaken all procurement functions. This would have eliminated one big extra step in the
procurement cycle. Much time and money could have been saved by dealing directly with
suppliers, and thus reducing lead times. This would have been specially so with MSH's
worldwide experience in drug supply management and specialized software for drug
p.oourement. However, using Ronco as the procurement agent worked out well, especially
when compared to the bad experience with AMEG, the former procurement agent. With Ronco
recruiting the former MSH Pharmacist to deal with procurement of medical supplies, the
situation greatly improved. Also the fact that Ronco was familiar with U.S.A.I.D. procurement
procedures also helped to a great extent. In general, working through Ronco for bulk supplies
and resorting to local supplies from Pesha\var based suppliers in emergencies proved to be a
satisfactory arrangement.

I. Forecasting Kit Needs Was not Easy

Forecasting kit needs is the first step in a series of related operations necessary for estimating
order quantities for individual products on a quarterly basis. Usually forecasting anything is
rather difficult, and particularly forecasting kit needs for Afghanistan over a planning horizon

181



of six months. Hence, forecasting kit needs for maintaining a smooth supply operation was
always a big challenge.

Procurement Department used a quantitative approach to forecasting kit needs using computer
files maintained by Field Operations. While this method worked satisfactorily, the forecasting
model was unable to capture all salient factors influencing demand for kits. This often resulted
in kit needs being over estimated, resulting in bigger order quantities leading to higher stock
levels.

Perhaps this problem could have been solved to some extent if Field Operations was responsible
for estimating kit needs. Using specialized knowledge on conditions prevailing in Afghanistan,
it would have been possible to fine tune aggregate quantitative forecasts, for reflecting more
closely the realities in Afghanistan.
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VIII. MANAGEMENT INFORMATION SYSTEMS

Paul Ickx, M.D.,Advisor

1. INTRODUCTION AND OBJECTIVES

In order to assure basic quality of the offered services, the team tried to find satisfying answers
to five questions:

* what was the population to be served by the planned health systems;

* which health problems did that population face;

* what health services were being offered;

* did the offered services cover the needs;

* how did the beneficiaries appreciate the offered services;

Another preoccupation was the chance of sustainability present and additionally needed
interventions.

One task was to establish baseline data, estimating actual needs and assess present efforts to
answer the needs, from which additional interventions would be identified. Another task was
the monitoring of Project activities and expenditures, for reasons of accountability and to observe
the Project's impact, and cost of that impact, to be able to evaluate the sustainability of different
interventions.

The extensive use of microcomputers, even in a setting where in 1986 hardly any computer skills
were available, became quickly one of the major assets of the Project. One of the main
restrictions in the beginning of the Project was the limited number of experienced computer
users available in Peshawar; by the time the Afghans picked up advanced computer skills on the
job they were often hired away by other agencies.

The task of gathering data from multiple sources, combining and processing those data to obtain
concise information on the multiple aspects touched upon by the Project was substantial. But
certainly in a situation where rumors and myths are fostered for different reasons by different
individuals, it is of extreme importance to be able to have access to the best data available on
short notice, and extract the needed information in a form, presentable to a multi-cultural
audience.
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short notice, and extract the needed information in a form, presentable to a multi-cultural
"'' audience.

2. ACCOMPLISHMENTS AND OUTPUTS

2.1. Population Data

2.1.1, Before 1978

Afghanistan has never had a complete census, and estimates of its population have varied
substantially. In the early 70's, the Afghan Demographic Studies (ADS) project suggested a low
figure for the settled population of slightly more than 10,000,000, which came as a surprise in
Afghanistan, where informal estimates ranged between 16 and 19 million1. Indeed, in the sixties
and seventies, when budgets for development were calculated on the number of possible
beneficiaries, the population of target regions for development programs was routinely
exaggerated2.

In 1978-79, the People's Democratic Party of Afghanistan (PDPA) regime and the United
Nations undertook a complete census, which was disrupted just after the pre-census stage, since
spreading resistance made most of the country inaccessible. However, estimates were published
as the Central Statistic Office (CSO) data, and gave national figures 6.5% higher than the
projected ADS data for 19793.

Figures for different ethnic groups are subject to even more variation, not in the least because
of the changing definition used by different authors to describe each group. Table VIII-1 gives
low and high estimates of some of the groups4:

Table Vm - 1

Population by Ethnic Group

Ethnic Low Estimate High Estimate
Group

Pashtun
Tajik
Hazara
Uzbek .
Aymaq
Turkmen
Nuristani

4,800,000 (Janata)
2,200,000 (Jentsch)

600,000 (Dupree)
. 750,000 (Kuhn)
500,000 (Jentsch)
125,000 (Dupree)
66,000 (Weekes)

7,000,000 (Snoy)
4,500,000 (Dupaigne)5

1,500,000 (Dupaigne)6

1,360,000 (Weekes)
830,000 (Janata)
400,000 (Janata)
100,000 (Dupree)
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Baluch 20,000 (Gregorian)
Pashai 10,000 (Klimburg)

207,000 (Weekes)
100,000 (Wutt)

The existence of a nomad population of unknown number increases the confusion. According
to Janata, the U.N. counted less than 500,000 nomads in 19787. This number is presented in
the same publication, where R. Palwal says "Most Western nomadists who have studied nomadic
pastoralists in Afghanistan have estimated their number to be over 2 million."*

2.1.2. After 1978

The consequences of the war (external refugees, internal refugees and war casualties) changed
the total number of the in-country population, as well as its ethnic composition and its settlement
pattern. It took almost ten years before different efforts to sort out the changes led to some
consolidated picture.

In 1988 the numbers available in Peshawar were estimates provided by the UNHCR. They were
based on the CSO data, UNHCR sub-office refugee registration data, M. Sliwinski's estimates
and interviews conducted by different agencies9. Though very approximate, they represented
a first nation-wide effort to re-establish a baseline for vital statistics. These data were used in
the First Consolidated Report of the Office of the United Nations Co-ordinator for Humanitarian
and Economic Assistance Programmes Relating to Afghanistan (UNOCA, Operation Salaam).
They permitted the team to negotiate BHW and Clinic redistribution with the AHC according
to population on province level. The data proposed by F.Hobbs10 were never widely distributed
and were generally considered too high for the in-country population.

T. Eighmy adapted the 1973 estimates for refugees, war deaths and internal displacement, for
in-house use in the summer of 1989. They permitted to evaluate the degree of equity in
distribution of health resources of the AHSSP on district level. After formal publication in
1990, they were accepted as the most reliable baseline data on district level for planning in
Afghanistan and were used for further program planning.

T. Eighmy divided the 1990 population of Afghanistan up as shown in Table VIII-2 between
areas under mujahideen control (mostly rural), under PDPA control (mostly urban), Afghan
refugees emigrated to Pakistan and Afghan refugees emigrated to Iran ":
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Table VHI-2

Distribution of Afghan Population in 1990

Dwelling place

Rural mujahideen controlled:
Urban PDPA controlled:
Refugees in Pakistan:
Refugees in Iran:

Estimated
Population

8,004,235
4,358,990
3,271,580
1,277,700

Number of
Districts

279 districts
46 districts

At that date, the AHSSP was supporting activities of its counterparts in 283 districts, a number
which triangulates close enough to the claimed 279 under resistance control by T. High my.

The provinces neighboring Pakistan provided the greatest number of refugees, assisted by
numerous refugee aid programs (see Map VIII -1). Although many districts in these pro.inces
were largely depopulated, cross-border aid tended to be concentrated in these same provinces
(Map VIII -2). Add to this that 85% of all the Pakistan-based refugees belonged to one ethnic
group and one sees the danger that ethnic tension and strife could be exacerbated by unbalanced
distribution of cross-border assistance. Inequity in distribution of cross-border resources, caused
by lack of exact information, difficult logistics ,ind lack of adequate monitoring systems, could
be interpreted by those left out as intentional discrimination. Estimates of the distribution
between refugee and non-refugee of the major ethnic group, ly Sliwinski17 show a dramatic
change in importance of each group inside Afghanistan (Table VIII-3):

Table VIII-3

Prewar and 1987 Ethnic Distribution

Ethnic
Group

Pashtun
Tajik
Hazara ,
Uzbek
Turkman
Other

Afghanistan
1979

39 %
26 %
10 %
10 %
3 %

12 %

Refugees
1987

84.6 %
6.0 %
0.1 %
0.5 %
0.1 %
8.7 %

Afghanistan
1987

13.1 %
37.3 %
15.6 %
15.4 %
4.1 %
14.5 %
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Discussions on population distribution inside Afghanistan were often very anlruated: it UxA the
EPI Coordination group 18 months before a compromise acceptable to all v.as reached.

2.2. Quantifying Health Needs

2.2.1. Oarly assessments

Clinical impressions, of the what the most important h;.ilth problems were, lead to ttn
overeslimation of the importance of war-related injuries. Most agencies working since some
time in Afghanistan have tried to quantify health intervention needs, based on the disease
patterns extracted f.om patient visits. French doctors used the disease patterns from previous
teams to assess the pharmaceutical needs for the new teams. The SCA based the contents of it-
kits on an analysis of health problems recorded in Greenbooks by Afghan health workers. In
the Greenbook, each patient visit is recorded: patient identification with sex and age, date of
vis i t , diagnoses and treatments. It also contains a monthly summary form for diagnoses and
drug consumption. The representativeness of these data was questionable, but at least genuine
concern existed from early on to match existing needs with adequate resources.

From 1986 the Coordination of Medical Committees (CMC) became a platform of
standardization for .arious cross-border health committees. An attempt was made early on to
compare patient visit records from different organizations. It proved extremely difficult to try
to match retrospectively diagnoses written down by a variety of nationalities (Afghan, French,
German, American, ...). The CMC tackled the problem by developing standard definitions for
different health problems, and adapting the Creenbook Lrmat accordingly. When the AHSSP
started, the Greenbook was accepted by the AHC as patient visit record.

2.2.2. Initial Greenbook Analysis

The enormous n....iber of Greenbooks av/oke interest to computerize the analysis process.
Some challenged the validity of the data, and at the same time the usefulness of the analysis.
Like all routine reporting, the Greenbook was not always filled out as required. Some health
workers would keep it safely in Peshawar, and fill it out on return, from memory or s^.a.t
notes. Others would never work and conjure the whole thing when their "resupply tir.ie" v.as
clue. Even for those who filled out the Greenbook at their dutj station, there was no certainty
that all patients were recorded. The ability to screen Grseubooks for reliability depended largely
o.i the supporting agency's capacity for systematic monitoring insiJe Afghanistan. As we knov
from the P.O. section, although most agencies performed occasional spot checking inside
Afghanistan, only the AHSSP and IMC had something that reseniLled a monitor ing SjMcm ir.JJe
Afghanistan. Disagreement over the most appropriate datable roftware delated further the
implementation of the computerization of the Greenbook Analysis.

In 1989, a first batch of Greenbooks of AHSSP supported BHW was entered with a menu driven
routine developed by MSH. A 30% random sample was taken/rom Greenbocks coming fron;

, -v- v D 5'" t\J JAVA I ' ' • -
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10 provinces, of 13,712 patient visits between mid-1987 till early 1988. Two percent (low 0
and high five) of the patients seen were under 5, seven percent (low one and high 20) of patients
seen were female. Drug use/prescription was low (1.6 per visit). The diarrhea! diseases cluster
was recorded in an unclear way, the ARI cluster suggested an appropriate difference in treatment
of "common cold" and bronchitis.

Differences in prescription patterns between different parts of the country needed more
investigation, though BHW seemed to prescribe more in regions, were more drugs were
available.13

The same entry system was set up with the CMC to enter Greenbooks of mid-level and senior
health workers, supported by member committees, while the AHSSP entered several batches of
Greenbooks of the BHWs. :

2.2.3. Morbidity patterns

The CMC analysis (a 10% sample of 300,000 patient visits for the period 1989-1991) showed
that respiratory system disorders (including all respiratory tract infections and asthma) and
infectious & parasitic disease (including acute diarrhea, dysentery, malaria, and tuberculosis)
accounted for 48 % of all clinic visits14. In the Household Survey (HHS) the same group of
diseases accounts for more than 60% of all mentioned diseases.

Acute bronchitis, malaria, intestinal parasites, acute upper respiratory tract infection, acute
diarrhea, tonsillitis and_ pharyngitis, conjunctivitis, and pneumonia figure among the ten most
frequently reported diseases. This at least indicates where the focus for major health
interventions should be.

The HHS also showed that children under five years of age and women of childbearing age
together made up 50% of the "sick" two weeks prior to the interview (28% for the children and
22% for the women), while the under five group accounted for more than 50% of the deaths 12
months prior to the interview. • ' «

2.3. Available Health Resources

When the Project started, an almost general consensus prevailed in Peshawar that as far as health
services and systems were concerned, "nothing" existed inside Afghanistan. Strangely enough,
this can still be heard in meetings today. Possible reasons why this consensus went largely
unchallenged for many years are discussed in more detail in the P.O. section. One of the
consequences was that with few exceptions, agencies tended to disregard efforts made by others,
and implemented health services without considering what was already in place. The initial
planning team of the AHSSP went through great trouble identifying "empty spots" for the
AHSSP to fill in.

BEST AVAILABLE COPY
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2.3.1. Location of Offered Services

A first step was to obtain a complete inventory of what was available, and where the facilities
were located. The CMC made a first attempt to compile such an inventory in 1987, but one of
the major implementors was reluctant to communicate health center locations beyond province
level because of security reasons: if made available on district level it was feared that "the
enemy" would have an easier task seeking out the health centers and destroying them. By mid
1988 this reluctance had diminished and ACBAR compiled a database, listing facilities by
district.

In 1989, WHO took over the responsibility of updating the health database from ACBAR and
corrected the claimed levels of facilities against the by then established standard levels. The
WHO database became soon the most comprehensive database on health in Peshawar: many
agencies, for various reasons reluctant to share the location of their activities with other
databases, provided their data regularly to WHO.

A concern was the validity of the data, listed in the WHO database. Besides the occasional
intentional over-reporting by some agencies, the lack of adequate filing and data processing
procedures made it impossible for many agencies to report regularly with up to date data.
Another concern was that the database only listed health facilities and personnel at least partially
dependent on external support. In fact, no indigenously sustained activities figured in the
ACBAR database, since a condition for inclusion in the database was an (external) input of at
least 100,000 Pakistani Rupees (about 4,000 US$) per year. WHO included all facilities -
activities reported by agencies in Peshawar, Quetta and Kabul. Private practitioners were
excluded.

2.3.2. Provincial Health Resources Survey

Near the end of 1989, MSH and WHO decided to undertake, a major "Provincial Health
Resources Survey" (PHRS). By combining the WHO data and the experience and
resourcefulness of the MSH monitors, all provinces would be surveyed to match the data in the
WHO database with facilities and health workers actually in the field.

The setting up and field testing of the survey material took several months. One problem was
the inability of most monitors to read and write English: all survey lists were designed in
English, translated in Dan, reviewed and altered by the monitors, retranslated in English,
reviewed by WHO and MSH, retranslated in Dari for testing. Meanwhile, a menu-driven data
entry and analysis routine was being developed.

On return, the surveyors were debriefed a:, usual and the surveys were then .translated. Several
minor unclear points were clarified after the first provinces.

The mandatory evacuation interrupted for several months the further development of the analysis
routine. After return of the MSH team to Peshawar, a ban on shipping cross-border program
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resources inside Afghanistan, interrupted finalization of data collection for the seven remaining
provinces. When the ban was lifted, many of the regions had become inaccessible by snowfall.

The data collection and analysis of 28 provinces was finalized in November 1992. Copies of
the field questionnaires were sent to BHW to be sure that as much data as possible was
incorporated in the WHO database.

In early 1992 the data of 22 provinces, containing almost 80% of the in-country Afghans was
analyzed. In these provinces, the original WHO listing was 382 clinics and hospitals. Of these,
254 (66%) were found working, 27 (7%) temporarily closed for resupply and 101 (264) not
working definitively. An additional 161 were found, that were not listed in the WHO database.
(Fig. VIII-1) Some of these were established after the printed lists were prepared for the
monitors, other were independent from outside funding. For some provinces the WHO database
seemed acceptably "updated" in the sense that all listed facilities were actually providing care:
Wardak, Kapisa, Faryab and Badakhshan. In other provinces such as Laghman more than 60%
of the listed facilities could not be located.

The results also pointed out that, taking into account the total number of 543 facilities listed and
found, only 4 provinces showed a need for more health facilities. Even taking into account only
the "active" facilities, six provinces would be considered "under-served" by the AHSSP criteria
of one facility per 30,000 people. This calculation does of course not take into account the
accurate geographical implantation of the facilities, which determines the accessibility for the
local population. The total sample of 28 provinces showed no different picture.

Detailed information about the surveyed facilities showed:

Type of Facility: H-l
H-2
H-3
C-l
C-2
C-3

1%
1%
9%

18%
55%
16%

Laboratory:
(Fig. VIII-2)

Claimed
Functioning
Not functioning

. of which

X-ray Unit: Claimed
Functioning
Not functioning

20%
14% (71% of claimed)
6% (29% of claimed)

29% had no supplies
48% had no laboratory technician available
18% needed equipment repair
7% for another reason.

8%
3% (42% of claimed)
5% (58% of claimed)
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of which 24% had no supplies
24% had no X-ray technician available
19% needed equipment repair
33% for another (often unspecified) reason.

A surgeon was claimed present in 27 (6%) facilities, but in 18 of these no separate operating
room was available.

Patient visit records were kept in 93% of all facilities and in 31% of the facilities this was the
Greenbook (Fig. VIII-3).

Some form of transportation was available in 49% of the facilities, 8% had an ambulance or
truck, 34% a bicycle of motorcycle, and 7% a horse.

Only 15% claimed to have a female health worker in the facility , 9% had either special hours
or a special waiting area for female patients, and 2% did prenatal check-ups. Some form to dai-
training was performed at 5% of the facilities.

Almost 25% claimed to engage in some special form of child care visits, but only 9% had child
weight scales, 2% used growth charts and 1% had special hours for child care visits.

Some form of tuberculosis treatment was given at 23% of the facilities, but only 6% kept
separate T.B. patient registers and 3% had a special T.B. microscopist.
Anti-malaria activities were claimed by 35% of the facilities, of which 1/3 had a special malaria
microscopist. Only 1 % of the facilities claimed to engage in spraying, 9% in public education
and 4% in other activities.

Some kind of formal health training was claimed to be given at 10% of the facilities, while 62%
claimed to engage in community education: 49% mentioned regular meetings with community
leaders, 17% held meetings with the whole community, and 14% used posters.

2.4. Assessment of Needs Met

2.4.1. Accessibility of Resources

A first condition is that the population should have easy access to the place were health services
are offered. A first requirement is equity in the distribution of the health resources by known
administrative units.

Until 1989, any assessment of the equity of distribution of program resources was difficult: no
acceptably reliable population data were available on district basis, neither was there a
comprehensive inventory of health resources delivered cross-border. The rough provincial
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Figure VIII - 1

Health Facilities in 22 Provinces
Preliminary reporl (543 total facil.)

Figure VIII - 2.

Provincial Health Resources Survey
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Figure VIII - 3.

Provincial Health Resources Survey
Paiienl Visil Records
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population estimates and the patchy lists on health resources all pointed in the same direction:
over-emphasis on the Eastern Provinces for all cross border aid. Why this could be expected
is discussed in Section IV in greater detail. The team spent a great effort to transmit the
available information to its counterpart, but to no avail. The only way to assure better equity
in distribution proved to be the identification of additional counterparts, for those areas where
the Peshawar-based parties apparently lacked the necessary influence to efficiently establish
health systems.

Another impediment to readily assess the equity of distribution was the habit of reporting inputs
- achievements - relief province-wise. Like in many other countries, Afghanistan's province
border cut through existing social and economic entities (e.g. Hazarajat includes more than 20
districts and subdistricts of several provinces). The districts and subdistricts proved a more
reliable entity to work with. Regrouping districts according to their accessibility from Peshawar
and their dominant ethnic and political authority, the team came up with roughly six regions:
the East, Nuristan, North & North East, Central, South and West & South West (details, see
map "Project regions in Afghanistan").

The detailed tracking of resources up to their final beneficiaries by P.O., allowed for analysis
of the cross-border expenditures for BHWs, clinics, hospitals, MCH facilities and administrative
units on district basis. These cost centers account for 76% of the programs expenditures (see
table in finance section). For the East, an average of US $ 2.61 had been spent per person still
in place. For the rest of the country, that average was 1.42 US$. (Fig. VIII-4 )

The effort of the AHSSP to go against the "natural flow of resources" is shown in Fig. VIII-5
The % of the total of the above listed expenditures, gone to east and the rest of the country are
shown against the % of the population still in Afghanistan. The amount going to the east,
diminishes with a proportion, that would have given roughly a regional equity in distribution by
FY-91, using the zones as defined. However, the mandatory evacuation of expatriate personnel
and the subsequent ban reversed the trend for 1991. It is interesting to see how the ban, invoked
for security accidents in mainly some eastern districts, inflicted greater loss in the non-concerned
districts.

The fact that program expenditures went to certain districts signifies not necessarily that equity
in distribution existed within the district. The available data did not allow to match population
settlement patterns of each district with health worker/facility implantation, nor to assess the
percentage of the population of each district actually living within the catchment area of a health
worker/facility. Following the distribution of resources up to district level, matched with a tight
monitoring activity (see Section IV) gave the team enough comfort to suppose that resources
were made available on a level where local community control could prevent at least gross
inequities.
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3.4.2. Use of the Resources

The Greenbook Analysis proved useful to get an idea about the patient population seen by the
BHW and facilities, supported by the Project. An early analysis of a limited sample gave
alarming indications of only 7% females and 2% under fives in the patient population of the
BHWs. It pointed to little over-medication and probably reasonable use of the therapeutical
arsenal.

Analysis of 5% samples of larger numbers of Greenbcoks gave the following:

Table Vm - 4

Greenbook 'Analysis Results

BHW BHW BHW CMC
1988 1989 1990 1990

Clinics

Total Sample

% female
% under fives
% women 15-45 yrs
% girls under five

4,116 16,107 2,431 15,000 6,803

7 %
2 %

# of treatments/visit 1.6

15 %
7 %
13 %
24 %

1.5

17 %
1%

14%
29 %

1.5

30%
15 %
15%
38 %

1.8

28 %
7 %
15 %
35 %

1.9

Of the children under five years of age, only 1/3 were female in all samples. It is clear that the
both women of childbearing age and children under five are not represented as they should. It
is encouraging that refresher training does seem to have some impact, as shows the difference
in percentage for the BHW in 1988 and 1989.

The number of treatments per patient visit seems acceptable, but questions can be raised wfiether
prescriptions have been noted down as frequently as the drugs actually dispensed. Hardly ever
were quantities prescribed or dispensed noted.

Also an estimation of patient visits per month could be made from the Greenbook data.

BHW see on the average 11 patients a day. With a 5 day work week and a 44 week work year
(when they come for resupply, nobody works at their site), a BHW will see 2,420 patients pei
year for a cost of roughly 1,200 US$ per year, which gives .50 US$ per patient visit. The
BHW's of the whole program would account for about 3,380,000 patient visits a year.
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Facilities (C-2,C-3,H-1) sec an average of 24 patients a day. With a 5 day work week and a
52 week work year (in theory the clinic has always one health worker in place), a facility will
see 6,240 patients per year for the cost of 1.17 US$ per patient visit. The facilities of the whole
program would account for about 1,154,400 patient visits.

These figures are of course on the high side, since one can assume that due to the screening
before entering the Greenbook data, only the "good" books are entered, reflecting activities of
the more active BMW's and facilities.

Although the possibility of transferring the data entry and analysis capacity to the HSD of the
MOPH was one of the reasons for training several counterpart employees in the use of the
software, the transfer was never started. In the phase-down period of the Project, the data entry
of Greenbooks was discontinued because of personnel cuts.

2.5. Household Survey

During the eighties there was almost consensus in Peshawar that Afghans were "too poor" to pay
for health services. Suggestions to the AHC, later AIG that health services might be paid for,
were dismissed as anti-jehadic. The same attitude was found in many NGOs.

The Household Survey (HHS) was largely conceived with the idea of gathering baseline
information on the behavior of the rural Afghan population when confronted with health
problems. In nine districts, divided equally over three provinces (Ghor, Takhar and Wardak)
930 households were interviewed. The data gathered on 921 households (4,923 persons) were
analyzed.

Although Afghanistan is not densely populated, people live in very crowded conditions in rural
Afghanistan: more than three persons per room. None of the houses had electricity, more than
50% use surface water as primary water source and less than 10% of the households lives closer
than 5 minutes from its primary water source. None had adequate toilet facilities.

The overall sex ratio is 107 and the average total number of persons per household is 5. The
sample had an estimated crude death rate of 17/1000, a crude birth rate of 59/1000 and a rate
of natural increase of 42. Children under five account for more than 60% of all reported deaths,
and for many of these the cause of death was unclear. More than 90% of the families had
husband and wife (wives) living together, with the husband being 10 years older than the wife
on average. Only 5 % of the husbands had more than one wife.

Only 30% of the males and less than 1% of the females claimed to be able to read and write,
while 40% of both had access to radio in the house. 60% of the adult males have a farm-related
profession and 16% had no work at all. About 11 % of the male population older than 5 years
claim to have followed more than primary school, while 69% had no school at all.
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Of the women that delivered in the 12 months before the interview, 25% consulted some source
of health care. Differences between provinces are explained by the presence of properly trained
(female) health care providers (Fig. VIII-6). For delivery, 95% identified the person who
assisted, which was the dai or a woman of the immediate family in 90% of the cases.

All children in the sample started out with breastfeeding. The average age to stop breastfeeding
is 20 months. Less than 10% of the children is given additional food before the age of 6 months,
average age to start complementary feeding is 8 months. This could e; .plain why between 12 and
18 months less than 1/4 of the children have a satisfactory mid-arm circumference. This
increases to more than 80% by the age of four years (Fig. VIII-7).

Claimed average income per household is the equivalent of 10,238 Pakistan Rupees, which
amounts to 2,201 rupees per head. The lowest income quartile accounts for 7% of the total
income claimed, the highest income quartile for 60%.

Sixteen percent of the sample population reported sick in the two weeks before the interview,
28% of these were children under 5 and 22% were women of child bearing age. Both groups
are proportionally as well represented in the population of 'clients' (sick that consulted a source
of health care) and the population of paying clients (Fig. VIII-8). 76% of all the sick sought
help somewhere (became 'client'), and 62% of all clients paid something to the health care
source. The average paid per episode was the equivalent of 281 Pakistani Rupees (about US $12
) Under fives and women are more frequently sick, consult more and pay more frequently. We
used amount paid for health care per episode as percentage of the biweekly income (the Relative
Health Expenditure or RHE) to get a weighted expenditure for comparison. The highest RHE
is paid for adult males, followed closely by 45+ and adult women. The lowest RHE is paid for
the children. About 50% of the biweekly income was spent per case for those who paid.

The most frequently mentioned health care source is the BHW (30%), followed by the clinics
and hospitals (19%) and the private physician (17%): in total 56% of all sick visited one of these
sources. The mullah and shopkeeper are visited in about 10% of the cases and traditional
healers (including the mullah) were more frequently consulted by the adult women.

The average income of the paying clients is higher than that of the total population,
conclusion one could say that the higher income quartile :

is less frequently sick
consults more frequently when sick
pays as frequently .
pays twice-as much per case in absolute value
pays more than three times less in relative value
feels more frequently improvement

than the lowest income quartile.

In
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Figure VIII - 5.
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Figure VIII - 7.
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People are willing to pay, and apparently quite a lot in some cases. However, only 42% of the
sick become paying clients in the survey population. Western medicine is the most frequently
used source of health. Most of this is delivered through sources that are not paid. People might
start visiting less frequently is they had to pay. When they pay, people definitely prefer to pay
for treatment: both the highest frequency and the biggest amounts, ^-esently amounts paid vary
with the income of the paying client.

Taking away "free" medical care without replacing it with a well-thought out alternative will
probably put the heaviest burden on, and limit access to appropriate care for on those that
presently benefit most of it: the children.

2.6. Program Support

The selection of hardware and software and its maintenance took a lot of the time of the MIS
department, in as much that a specific department (the Data Processing Unit) was created and
maintained during the years of largest program expansion.

2.6.1. Hardware.
Since the Cooperative Agreement under which the Project was run has been amended many
times, with increase in funding, and extension of the end of Project date, the hardware used by
the Project has been purchased at different moments. Going for the best buy at each moment,
the program ended up with a variety of computers, with increasing capacity. What was the state
of the art in 1986 ended up as the machine barely useful for simple wordprocessing at the end
of the Project. In an environment like Peshawar with unstable net supply and frequent load
shedding laptops with extensive battery power are preferable over desktops. The money spent
on a reasonable supply of spare parts available on-hand is quickly.recuperated, when ordering
the parts at the time they break down will cause computers to go unused for weeks, if not
months. For the same reason it pays to invest in in-house basic repair capacity for printers and
computers.

The AHSSP relied on local commercial repair shops. This proved hazardous in the early years,
but worked rather well in the last Project years.

-2.6.2. Software
From early on, the AHSSP tried to stick to a software package that included:

* a wordprocessor
* a spreadsheet program
* a database manager
* a variety of utility programs (including anti-virus and disk managers)

Tight interface with the MSH-Boston MIS department ensured timely update of the packages and
transition to more performing packages when they became available.
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If a non-latin script is routinely used in the host country, one should take this into account by
selecting hardware and software. Very little was available when the program started, but
presently almost any script can be managed by one of the existing wordprocessor packages.
Two packages (Multi Lingual Scholar and Alkatib-Vazhe Negar) were extensively used by MSH
and the counterparts for processing the multiple manuals, pamphlets and workshop material in
Dan and Pashtu.

Introducing a logbook containing the configuration of each computer in mid 1991 and then
standard configurations and startup routines early 1992 for all the computers has greatly reduced
software maintenance and troubleshooting.

2.6.3. Program Routines.

Given the complex and changing nature of the Project, most Project supporting software was
developed specifically for the AHSSP. Some was adapted from existing non-commercial
packages for the Project, on a need basis. In a setting like the AHSSP, it is important to assess
the readily available local programming capacity, before building large program-specific
routines. As mentioned before, while Pakistan has very good computer programmers, hardly
any of them wanted to work in Peshawar at the offered benefits. If this is the case, the
programmed routines should not exceed the available programming skills. It also pays to invest
in crash courses to update the team member's knowledge about the program's software.

When local computer skills are low, better data integrity is obtained and applications are used
more extensively by assigning people responsible for the computerized data management in each
department rather than by isolating data management as a separate program activity or -
department. They will understand much faster the link between computer data and what they
represent in reality, and be able to keep data clean from rubbish. A separate department should
ideally function as a service department, which it can only do if it has significantly higher
computer skills than the individual users.

The P.O. Monitoring System was computerized to a high degree and has been changed and
updated several times, either to allow for swift access to knew information when the focus.-of
the AHSSP changed over time, or to allow to'take advantage of the new database managers as
they were purchased for Project use. The last update was dictated by the need for swifter data
exchange with the CIS unit and with WHO and SCA.

The Clinic Selection System is described in detail under the P.O. section.

BHW Selection System resembles the clinic system, but focuses on 'solitary health workers' and
was developed in 1989. In August 1991, a routine was given to Training, allowing to assess
additional needs by district and evaluate former performance in the same district.

A menu driven database routine kept track of EPI monthly reports on district basis. The table
was converted into the spreadsheets for program progress monitoring and the UNICEF
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spreadsheet for semi-annual progress monitoring per province. The CS/DC field operations
system used the same computer routine as P.O.

P.M. used a combination of a database routine and a commercial package for keeping track of
all program expenditures both were installed and adapted for Project use by consultants from
MIS-Boston. For budget planning the available program spreadsheet software was used.

Numerous routines have been written by program staff to facilitate specific reporting. Among
the larger ones are the Procurement Forecasting routine, the processing routines for the HHS
and PHRS data, and several routines extracting focused detailed information from the P.O.
files.

The use of microcomputers enabled the Project to have updated information at hand on many
levels. At different moments, arguments had been made to integrate the different software used
in Procurement, Field Operations and Finance into one local network. The physical environment
and the limited availability of sophisticated computer users made the team decide otherwise. The
disadvantages of tracking the same operations through different and physically separate systems
are obvious: more data entry work, data exchange via floppy diskettes, maintenance of the same
reference files in different systems is difficult. The advantages in the Peshawar environment
included limiting computer viruses to one station at a time, the consequences of destroyed hard
disks would be limited, and enhancing comparability of data tracked differently by the different
systems: a useful cross check.

The set-up of the information systems of each department has been discussed in the concerned
sections.

2.6.4. Computer Training.

Between February 1990 and November 1991 twelve formal courses of generally two weeks were
organized by the DPU covering the basics of most of the software packages used by the AHSSP,
with in total 100 participants, of which 30% counterpart employees.

Several counterpart computer operators have been initiated through individual tutorial sessions
in the use of the AHSSP P.O. monitoring software and specific applications of the project's
software.

2.6.5. Geographic Information Systems

Even when data is processed and converted into information, a major challenge remains to
transmit the information in a manner, accessible to the user. Coverage of target populations,
geographic distribution of health services, additional needs by district, overlapping catchment
areas all are difficult to represent nation wide. One ends up with long and often cramped tables,
with accompanying notes, which are necessarily printed out in one language. Experiencing the
difficulty of transmitting available information in a multi lingual environment the Project looked
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for suitable means. In Peshawar, computerized mapping was introduced by Roger Helms,
working on a contract basis for different agencies and later for the DC&A unit of the
U.S.A.I.D The team was interested in computerized mapping if this could be done with local
computer talent, and if the maps could be printed out by the available laserjet printers. Maps
become useful as a management tool, when they can be easily reproduced and distributed, and
regularly updated. Once adapted, the mspping capacity of the Project became an important and
extremely useful tool in reporting and planning.

The most difficult part of the mapping operation was to find coordinates for all claimed localities
inside Afghanistan. While a listing of "villages", compiled by the Afghan government in 1975
existed15, these listings were far from complete. In addition, many localities existing in 1975
had been deserted, destroyed or renamed, and new ones created. Also, major localities would
have different names in the different languages used in the region. Finding back about 60% of
claimed localities on existing maps took a major effort. The remaining were extrapolated, based
on distances from known places, given by different informants (BHW's, vaccinators, monitors,
etc. ...).

The mapping effort of the AHSSP has been performed in close cooperation with all other
agencies involved in computerized mapping. This was greatly enhanced by the fact that the
DC&A mapping unit took a central place in both data gathering and mapping. The combined
effort of both AHSSP and DC&A enabled the Project to reverse the process. Once locations
were mapped with exact coordinates, the distance ("as the crow flies") between one facility and
all surrounding ones could be calculated through a simple routine.

3. CHALLENGES AND CONSTRAINTS.

A. When the program started, Peshawar was as good as computer void. Some were very
skeptical about the use of computers in the environment as it existed in 1986-87. The
AHSSP introduced computers from the start. Care was taken not to go beyond the skills
of the local operators. Through gradually upgrading these skills, more complex and a
bigger variety of tasks could be performed by computers.

*.

However, when it came to transferring computerized administration to the counterparts, the
lack of good administrators became a problem. Unless management skills of a certain level
are put to good use, computers only allow to make more and bigger mistakes in less time.
Shortly put: if no good-quality paper filing system exists, computerization will only increase
the confusion. After a short period of enthusiasm where transfer of a lot of the AHSSP
routines to the counterparts was considered, computers were used mainly for wordprocessing
in English, Dan or Pashtu.

A few exceptional individuals in the MOPH, SCNA and HCCA proved tenacious enough to go
beyond this stage and use the computers for different aspects of their management.
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B. In the beginning of the Project the general assessment of the in-country population of
Afghanistan was "nobody knows". More accurately, everybody claimed a certain numljr
that suited his/her purposes best. The relative importance of segments of the population
would be inflated or deflated according to the target group of the activities of the speaker:
refugees, Kabul-based, cross-border. The AHSSP stuck to those figures that were the most
transparent in their method of assessment.

C. The over-estimation of the directly war-related health problems (injuries) was wide-spread.
At the same time, arguing that there was an over-estimation always risked to be seen as an
attempt to sabotage jihad. Switching from "clinical impressions" to analysis of actual
patient visit data from several sources provided acceptable arguments for the AHSSP to
focus on primary health instead of war casualty care.

4. LESSONS LEARNED

A. Population data are an issue in many countries. Rather than to work in the blind, which
inevitably gives too much room to the local political power games, any estimation that has
a "transparent" calculating method (-ample selection, assumptions made, correction factors
used, etc...) can serve as base. Additional corrections can be made, e.g. applying different
annual growth rates to rural and Ui ^an populations, when data become available.

B. Morbidity patterns in a setting like Afghanistan do not drastically change. The number of
war-related injuries increases, but the main morbidity and mortality picture does not change.
This means that in order to start a program like the AHSSP, one can use statistics from
before the "conflict" to assess basic needs, allow for a 5 to 10% of war-related injuries and
then calculate the effect of the disruption of existing control programs that need an intact
supervision and referral system up to the central level (e.g. malaria, TB, leprosy,
leishmania).

C. The most commonly stated reason for people to request cross-border aid heard in the cross-
border setting even at this date is that "nothing exists" and "everything is destroyed". With
a few exceptions this should be translated to "nothing exists that is owned by me" and
"everything that is not under my immediate control should be considered as destroyed".
Although tedious and sometimes politically difficult to accept by the counterparts, making
an inventory of existing health services and physically checking that inventory should be an
absolute priority for any cross-border health program. This is also an co-going activity and
it helps to shift away the attention of the counterparts from "grabbing goodies" to making
the most out of what is already available (management). Most of the relief and emergency
oriented agencies are an obstacle rather than a help in this process: it is easier to spend your
money quickly by assuming that you work in a vacuum or by disregarding or discrediting
any data that indicates the contrary. That a reasonable amount of money should be made
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available for this is clear, but it balances favorably the money that would be wasted
otherwise.

D. Specifically for the CIS, a few

i. Stick with the package that gives the highest performance with the lowest computer skills'.
In our experience Atlas-GIS, rather than Arclnfo for example.

11.

in.

w.

Stick with easily photocopied black and white maps, that can be made available at low
cost to all interested. Presently a sturdy laserjet can be operated almost anywhere and is
affordable for most projects.

Be aware that a mapping unit needs two (2) full-time employees. If not, one risks months
of inactivity because a new employee has to get acquainted with the software after the old
one left.
Like any other complex task, the GIS becomes useful through close cooperation and
coordination between the managers who know what info they need and the mappers who
know what info can benefit from GIS. A requested map should monopolize the GIS unit
only to the extend the information it contains is valuable to the Project.

The relative success of the GIS by different agencies in Peshawar was due to almost
absolute- free flow of information concerning the topic. Newly digitized map layers and
updated data related to the subjects mapped were shared with all involved in the process.
If there is no free and complete exchange, mappers will lose their time performing tedious
jobs already performed elsewhere.
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IX. FINANCIAL MANAGEMENT

Mary M. Gasper, Fiscal Officer

1. INTRODUCTION

With the war in Afghanistan, the financial requirements became essential to meet the medical
needs of women, children and families who were surviving on minimal basis of life. The
Afghanistan Health Sector Support Project (AHSSP) served to alleviate some of the health
problems of the Afghans and also provided salaries to Basic Health Workers (BHWs), and clinic
and hospital workers.

The Project, funded by the United States Government also aimed at providing technical and
financial humanitarian assistance to expand and strengthen health facilities inside Afghanistan.

Initially a U.S. $15.7 million dollar project, Management Sciences for Health was assigned the
responsibility to manage the funds. In October 1986 a makeshift office was arranged in Deans
Hotel Peshawar which ultimately was shifted to Old Bara Road, University Town, Peshawar and
was to remain the MSH administrative center of activity until the end of the Project. Personnel
on board were Mr.Richard Johnson and Dr.Laurence Laumonier who at the start reported to
Dr.Jack Lesar and who remained joint signatories until Dr.William D.Oldham, Team leader
arrived in January 1987. From then Richard Johnson and William Oldham were authorized

'• signatories to the end of the Project.

Staffing in Fjiance Office

Formal financial activity began with the arrival of Len Chang, Fiscal officer in February 1987.
Prior to this, Mr.Ariff Jan, the Liaison Officer assumed financial responsibilities. With the
Fiscal Officer in place, staffing of the finance department commenced and initially two persons
were hired Zulfiqar Ahmad as Budget Accountant and Tariq Khattak as Accounts Officer. When
activities increased two accounts assistants were hired. During the first three years, the
responsibility of budget preparation also rested with the Accounting Manager (Budget Accountant
promoted after a year to Accounting Manager's position).

With the arrival of the new Fiscal Officer, Mary Gasper in July 1989 a new position of Budget
Manager was created which also assumed internal control on Project cash and other financial
matters in Pakistan. Gradually the department developed and ultimately the Finance Department
consisted of Fiscal Officer, Accounting Manager, Budget Manager, Senior Accountant, an
Accountant, three Accounts Assistants and a Cashier. This staffing remained in place until
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2. ACCOMPLISHMENTS AND OUTPUTS

Budget Development

The Program budget (excludes TA & Logistics) of 10.6 million dollars for the first three years,
October 1986 through September 1989 was prepared by Jack Lesar and Anibal Mejia. The basis
adopted consisted mainly of statistics for training of personnel and the staff needed for the field.
Segregation was made to highlight the main areas (technically) of the activities. Procurement
was shown as separate activity with allocation to the specific areas, all grouped together. The
same budget was adopted for the purpose of reporting the periodic expenses and the comparison
of budgeted figures to the actuals. It was a manual spread sheet without the capability of
matching outputs to expense categories. This format had its flaws e.g. it could not segregate
the expenses into geographical as well as technical areas at a time, it had no facility to have
summaries according to either natural classification or departments. The main flaw was its
grouping the different activities and classifying them in a haphazard manner. As the budget
format in itself was flawed therefore should only have been adopted for reporting format with
the changes required to meet the demands of all concerned.

In 1989 the new Fiscal Officer introduced significant changes in the format. The new format
developed, allowed for measurement of professional requirements and produced management
reporting. The Budget for FY-1990 was prepared with micro computers introducing spread
sheets basically prepared from the statistics provided in the annual Project Workplan to maintain
a number of activities for a specified period of time. Its classification into departments was
made in such a manner that the various activities were grouped together with a geographical and
political division within the department. A uniform pattern of line items known as natural
classifications was adopted for expenses. Forms were designed for distribution to department
heads to be completed for inputs into the budget format and all the managers were trained to
provide the workplan data for which each department was responsible . These forms for input
data included: statistics, personnel, operations and a capital expenditure budget for equipment
over $500.00.

The format was complete in every respect and it matched the annual budget with the annual
workplan. This format adopted in 1989 remained in effect to the end of the Project (see Table

IX- 1)

Operations

On May 3,1987 Ariff Jan delivered envelopes stuffed with vouchers to the Budget Accountant
as well as expense reports prepared up to March 1987 for submission to Boston. The first
consideration was to reconcile the bank, cash and advances. This momentous task when
accomplished was the commencement of the Finance Department Operations.
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AFGHANISTAN HEALTH SECTOR SUPPORT PROJECT

MANAGEMENT SCIENCES FOR HEALTH, PESHAWAR - PAKISTAN

BUDGETED UNIT COST - OCTOBER 1, 1990 THRO SEPTEMBER 30, 1991

Table IX - 1
(page 1 of 2)
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i *
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t i
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DEPARTMENT

NAME CODE

TRAINING 501

502

503

505

507

508

511

512

j. '. i -. • !,514 '

I:'!1! :;J;5f!i!'

i HEALTH • ( ' ; : ; 521
^SERVICES'-, 522
"iDEI/IVERY '_' ,525

'!:' !'.,'•' >531
, , 532

' ' 1 535 .

533

534

541

542

CHILD 551

SURVIVAL 552

* DISEASE 553

CONTROL 555

556

557

558

MCH * 561

HEALTH 562

PROMOTION 563

564

COST CENTER IIAI1E

Training Canter
Training BHWs, MOPH
Training Doctor's Rafraahar, MOPH
Training BMW's Refresher, MOPH
Mid-laval Training, MOPH
Field AsseasMnt
Training BHWs, AHSA
Mid-laval Training, AHSA
TrangBHWIs Refresher, AHSA

• ' ' ' i * •'• ••' ' -' 'i " !
Participant, Training

:Buddy;!Carja Training," MOPH ' » ! ; ' '
Primary Health Centers-Female Training

* ' ; •

•Fieldad BHWs, MOPH '
Basic Health Centers, MOPH
Comprehensive Health Centers, MOPH
Primary Care Hospitals, MOPH
Fieldad BHWs, AHSA
Basic Health Centers, AHSA
Comprehensive Health Centers, AHSA
Primary Care Hospitals, AHSA
Referral Hospital, AHSA
Monitoring - Pakistan
Monitoring - Afghanistan

PMD-Administration I Training, MOPH
PMD-Child Vaccination, MOPH
PMD-Woman Vaccination, MOPH
PMD-Administration t Training, AHSA

' PMD-Child Vaccination, AHSA
PMD-Women Vaccination, AHSA
Other Programs, AHSA

MCH Training , MOPH - Pakistan
Health Centers t Posts, MOPH
Health Centers i Posts, AHSA
Teaching Clinics, MOPH - Pakistan

UNIT COST PER STATISIC

$10,521.25 pav monfh of operation
5Zt)1.74 per BHW in training
$378.94 per participant trainee
$77.86 per | participant trainee
5218.50 par participant trainee
$68.62 par assessment
•165.93 per BHU graduate
$462.16 per participant trainee
$171.68 per participant

(4,177.33 per participant
1294 12 per participant

" $1.96 per trainee
$312.72 per trainee

,$1/960.05 per, annum per fielded BHU
ill/188.19 per annum per clinic
$15,143.45 per annum per health centet
$58,843.20 per annum per hospital
$1,960.04 per annum per fielded BHW
S11J188.20 per annum per clinic
516,600.51 per annum per health center
$58,842.69 per annum per hospital
$94,472.00 per annum per hospital ,
$2,539.88 per annum per monitor
$3,242.57 per annum per monitor

$52.70 per person trained
$0.50 par doze - child
$0.45 per doze - woman

$137.53 per vaccintor trained
$0.29 per doze - child
$0.26 per doze - women

$1,515.82 per activity

$293.89 per month per staff member
$1,302.01 per month par staff member
$1,414.76 per month per staff member
$361.43 per trainee
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February 1994 when the phase-out reduction was initiated for Project completion on April 30
1994.

Cooperative Agreement

Itemized Budget •
t i

The approved financial plan for October 01,1986 through September 30, 1989
| 10-1-86 10-1-87 10-1-88
! To To To
i 9-30-87 9-30-88 9-30-89 Total

I. Technical Assistance $1,632,788 $1,447,357 $1,490,093 $ 4,570,238
II. Logistic Support $ 341,000 $ 103,875 $ 113,143 $ 558,018
III. Program Cost $1,526,212 $4,548,768 $4,496,764 $10,571,744

Total Project Cost: $3,500,000 $6,100,000 $6,100,000 $15,700,000

Management Sciences for Health operated under these obligations until 1988
when the Project agenda was renegotiated.

The approved financial plan
for October 01, 1989 through April 30, 1994

Original
Agreement

Obligations to
Amendment 20

I. Total Technical Assistance Cost $11,241,404 $12,703,999
II. Total Logistic Costs $ 1,836,264 $ 2,043,339
III. Total Program Costs $46,622,332 $42,263,662

TOTAL $ 59,7.'.D,000 $57,011,000
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DEPARTMENT

HAH! CODE

COST CENTER NAME

Page ( 2 of 2 )

UNIT COST PER STATI3IC

sszzsssssz

HAMAOEMEMT 571 Warehouse * Procurement, Field Operation
SERVICES 572 Warehouse * Procurement, PHD

$17,755.92 par Month of operation
$1,011.33 per month of operation

HEALTH 581 MOPH - Peshawar
ADMIMIS- 912 SCHA - Peehawar Liaison Office
TRATION 583 SSHA - Peshawar Liaison Office

584 Hazarajat-Peshawar Liaison Office

$96.36 per month per staff member
$299.39 per month per staff member
$284.24 per month per staff member
$136.58 per month per staff member

HEALTH 601 Health Management Training, MOPH
SERVICES - Participant Training, NATIONAL
DEVELOP- 602 Provincial Health Services, HOPH
MENT 604 Health Management Info., NATIONAL

605 Surveys(House,Community), MOPH
611 Administrative Units * Depots
612 Survey*(House,Community), AHSA
613 Health Management Training, AHSA

$194.70 per participant
$9,908.00 per survey
$1,260.76 per month of operation

$0.00 per unit installed
$8,000.00 per survey
$697.09 per unit

$8,000.00 per survey
$194.70 per participant

Documentation of FY-1991 used for report because it is a full component budget.
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The book-keeping system adopted at this time was advised by the Boston Office. It was a spread
sheet with multiple columns to record the banking and cash transactions on one hand and their
allocation to advances and expenses on the other. This sheet served more of a purpose of cash
book rather than a ledger. All the expenses had to be re-allocated manually to all the line items
provided in the management report adopted from the initial budget format. This again was a
hectic exercise which at times took a week to reconcile and only then a report for submission
to the management could be prepared. In other words the system needed revamping to the extent
that once a transaction was entered it should get posted to all the reports required.

The problem disappeared in 1989 when Mary Gasper joined MSH Peshawar, and Kip Eckrod,
the MIS specialist, was sent from Boston to install the Paradox Accounting Software. He
incorporated the Finance Department newly established cost centers and natural classification.

The Paradox software implemented by Kip solved many problems e.g. the manual advances
report was replaced by a computerized system which automatically cleared the advances and
marked those outstanding. Boston's report for allocation of advances according to the Boston
Chart of Accounts was made possible with the production a of Management Report and Expenses
Summary Report on the basis of natural classifications. Paradox had one major flaw. The
system was not programmed to produce a Balance Sheet which resulted in a manual

!t,reconciliation ofAsset Accounts. ,

Apart from the role of operations, the Finance Department assumed an advisory role to
interfacing with the departments. In order to accomplish this, forms were designed especially
for control and adherence to U.S.A.I.D. regulations. Policies were formulated for extending
the financial assistance to training facilities and administrative posts in Pakistan and the health
facilities inside Afghanistan. Here it is worth mentioning that for inside Afghanistan Finance
provided payments in Afghanis for all expenditures at the start of the Project, however changed
to payments in Pakistan Rupees in July 1989 for salaries and paid Afghanis for the cost of
transportation and expenses emanating inside Afghanistan only. The rate schedule of
transportation for various locations was provided by the monitors, who updated the information
on a regular basis.

Afghanis were purchased from the market at the prevailing rates. At the start of the Project,
the procedure to buy Afghanis was telephone for the rate of Afghanis from at least three dealers
in the money market. However, the number of dealers we contacted rose to six in 1991
because of the collusion of the dealers. The rate of Afghanis was volatile changing from as high
as 198 Afghanis to a dollar in 1987 and as low as 1800 Afghanis to a dollar in 1994. The
money dealer, in a rickshaw, delivered the Afghanis himself for security reasons as Peshawar
for a major 'part of Project was rather lawless at times. The bulk of Afghanis arrived at the
MSH office delivered in sacks of jute and individuals outside the organization (always under the
responsibility of Finance employee of MSH) counted the Afghanis. The highest denomination
was 500 Afghani note and at times notes of more than 1.7 million notes had to be counted.
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The banking system collapsed with the war inside Afghanistan. Therefore, the transfer of cash
to Afghanistan was extremely precarious, so many of our counterparts used to avail the hundi
system, which was the safest system. Through this system, a Peshawar business vendor would

; receive the Afghanis in Peshawar and an IOU was issued. After! a lapse of agreed time the
specified vendor issued Afghanis to the authorized recipients inside Afghanistan. Millions of
Afghanis have been purchased by MSH and sent to Afghanistan using the hundi system.
Utilizing this system MSH lost no funds to pirates, robbers etc. and this was not true of most
NGOs (see Flow Chart DC - 1). ,

i " ' ' ' • » -

A major activity of the Finance Department was the payment of salaries to the staff in the field.
A monthly pay period was adopted and the basic document was a personnel/payroll 9"xl2" card
maintained for each payee and a record of payroll payments was maintained on each card.
Cards were filed in the respective departments (Field Operations and Child Survival and Disease
Control) and on receipt of satisfactory work performance report from the field for the previous
period, the cards would be processed for the next few month (usually three or six months).
With the authorized signature of the department manager, cards were sent to the Finance
Department for payment. Finance then thoroughly checked for arithmetical accuracy , taped
and processed for payment after assigning a check number on each card. Payments to Ministry
of Health personnel were made with attendance of MSH cashier in coordination with
representatives of the appropriate departments of the Ministry and MSH. For area personnel
the payments took place at MSH in the presence of the area representative and a person of the
.concerned department (Field Operations Child Survival and Disease Control) of MSH. The
cashier prepared envelopes for each person, a white envelope for salaries in Pak Rupees while
a brown envelope for cost of transportation in Afghanis. Due to time constraints the cashier
often sought help from other finance staff to accomplish this hazardous task.

Another important activity of the Finance Department was the preparation and distribution of
payroll to the Ministry's staff and the liaison offices with advances for their administrative
expenses. One major activity was the Training Department. Training conducted courses and
refresher courses for the BHWs, doctors, nurses and technicians. BHW training was conducted
in the training camps and other staff training activity was in the Training Center. For camps,
advances were given for the food @ of Rs.25 at the start but was later increased to Rs.30 per
day. Also a stipend of Rs.10 per day was paid to each BHW. All this was given as advance
through the Ministry to the individual camps and on submission of the paper work on advance
for the next period would be given. Also outstanding advances would be off-set. Payroll was
prepared at MSH on the basis of monthly time sheets submitted, signed by the employees and
department supervisor. Normally payments to all the employees of the Ministry were made
through a check to the Ministry and the accounts department would distribute the salaries
themselves. But in 1992 a significant problem developed. Signatures were not matching the
specimens. This forced MSH to distribute the salaries through its own cashier through their
representative to the Ministry's premises and this procedure remained until the end of the
Project. For the area liaison offices employees based in Peshawar, payroll was prepared on the
basis of the time sheets and or. receipt of signatures for payment of previous payrolls, their
payments were received by their representatives for distribution.
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" "* r s AFGHANISTAN HEALTH SECTOR SUPPORT PROJECT

MANAGEMENT SCIENCES FOR HEALTH PESHAWAR

FLOW CHART
REQUEST FOR ADVANCES

PAKISTAN
END USE DEPARTMENTS

Training Centres
(Bhws, Doctors, Nurses)

Mother & Child Health Care
(Health Posts) •

Preventive Medicine Dept.
(Vaccinators)

Health Services Development
(PPHO, Clinics & Hospitals)
Supply
(BHWs, Clinics & Hospitals)

Central Secretariat

MINISTRY OFFICE

ST/VAILABLECOPY

M.S.H. Team Leader Office

TRAINING DEPARTMENT

FIELD OPERATION DEPT.

MOTHER CHILD CARE

HEALTH SERVICE DELIVERY!

PREVENTIVE MEDICINE

AFGHANISTAN
END USE DEPARTMENTS

Training Centres
(Bhws, Doctors, Nurses)

Mother & Child Health Care
(Health Posts)

Preventive Medicine Dept.
(Vaccinators)
Health Services Development
(PPHO, Clinics & Hospitals)
Supply
(BHWs, Clinics & Hospitals)

Central Secretariat

AREA OFFICES

Dr. Sahar S.C.N.A.
Haqqani H.C.P.P.
Dr. Mehmood Shah S.S.W.A,

alk MuharamadJHazarajaat

LIAISON OFFICES

Dr. Wasiq
Gul Muhammad
Yasin Nizami
Dr. Hamid
Dr. Daud

MONITORING M.S.H. LIAISOI
i OFFICE
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Gul Muhammad
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Dr. Sahar S.C.N.A.
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Dr. Mehmopd Shah S.S.W.A.
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Training Centres
(Bhws, Doctors, Nurses)

Mother & Child Health Care
(Health Posts)

Preventive Medicine Dept
(Vacclnators)
Health Services Development-
(PPHO, Clinics & Hospitals)
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ADVANCE PAYMENT (HUNDI SYSTEM) FOR AREA

F I N A N C E

A D V A N C E S

BankA/C. S.C.NA

I,Payment in Pak. Rupees to Hundi Dealers (Vendor ABC)
ji against an IOU at the prevailing exchange rate in Pakistan
'jfor payment in Afghanis inside Afghanistan.

jlReceipt of Afghanis against IOU from Hundi Dealer
endor ABC) in Afghanistan.

Dr. Sahar SCNA
Commander

LIQUIDATION Of ADVANCE : Same flow chart for Liquidation
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For the employees directly hired by MSH, U.S.A.I.D. procedures were followed. Bi-weekly
payments to all the employees including Warehouse and Monitoring Unit were on the time sheets
procedure. The compensation plan follows the U.S.A.I.D. employees, however the payroll was
always a lower rate. The Liaison Office, which was responsible for Technical Assistance
procurements and administration was also given the responsibility of managing personnel affairs.

!

Payments in advance were regular features of the Finance Department, due to limited resources
of Afghans. In most cases personnel did not present themselves to receive their salaries,
specifically with respect to area employees. Payment requests for other expenditures were
entered into the General Ledger as an advance payment (accounts receivable). These advances
would remain outstanding until specimen signatures of personnel and receipts for the expenses
were verified by the appropriate department head. The most tedious procedure was tracking of
advances. Due to time consuming nature of the procedure, an accounts assistant was hired to
track advances and prepare reports. The responsibility entailed maintaining complete individual
records and control of all advances and clear them after receiving acceptable receipts. The
ensuing advance could only be made to an individual or a party after having a authorization from
the accounts assistant. In cases where the complete advance could not cleared the next payment
issued would be subject to offsetting the previous advance. ,

MSH expenses were allocated under three different headings Program, Technical Assistance and
Logistic Support. These expenses were either incurred on payments to the directly hired person-
nel of MSH or procurement by MSH staff. Technical assistance staff expenses were either TA
or Logistics as required by the Cooperative Agreement. Logistics or un-billable expenses were
those normally incurred by U.S.A.I.D. themselves but to share the administrative load, MSH
incurred these expenses and billed U.S.A.I.D. for reimbursement. These expenses were
incurred in Pak Rupees and the reimbursement was sent by check in the same currency.

Another regular activity included payment of advances to monitors. When monitors visited an
assigned area and verified the presence and performance of personnel, they reported back to the
supervisor of the particular department. The individuals were paid in Pakistan Rupees for travel
cost within Pakistan and for inside Afghanistan, Afghanis. Also, a food allowance was provided
to them. Most of the monitors were employed under contract but about 90 were permanent
employees. Normally a team of two monitors would be constituted, one from the pool of
permanent monitors drawing their salaries from MSH and the other from outside to undertake
a particular monitoring mission. Eighty percent of the travel cost and food allowance was paid
in advance to the MSH employee.

To the outside hire, fifty percent of his salary,travel cost and foot! allowance would be paid as
advance. The mission would entail the monitoring of specified people. On their return, their
field report would be examined by the Field Operations Department and on their
recommendation after deduction for the proportionate work not accomplished, payment of the
balance would take place. |
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Vaccinators operated under the same procedure basically as Field Operations staff. Personnel
functions were maintained on same card format. Groups of vaccinators would travel to a partic-
ular area, and they would be given a special per diem to compensate the hardship in reaching
all the areas for vaccination of the rural people. Also the cold boxes required special treatment
for keeping the vaccines under required temperature and gas cylinders to provide energy. The
atypical nature of transporting the vaccines has always been a source of concern for Finance as
the receipts provided to the department always were on plain paper signed or thumb printed by
the transporters. There was no way to verify the transportation cost and the only remedy was
to rely on the verification of the head of vaccination department. However, a predetermined
schedule was maintained by the Monitoring Unit , but due to the war these costs changed
constantly.

To reduce the spur of the moment requests for small amounts of Rupees, petty cash funds were
provided to service departments. Fixed amounts of revolving funds were issued to Accounting
Manager, Liaison Office, Warehouse, Monitoring, Training Center and the Ministry. Except
for Accounting Manager's petty cash, all others were meant to meet minor day to day expenses
of the respective departments. Guidelines were established for each petty cash fund depending
on department. On submission of authorized receipts an amount equal to the sum of receipts
would be replenished. The Finance Department's petty cash was only used for emergency
payments i.e. in cases where the check could not be cashed on that day and the money was
required on urgent basis. The largest of these was the petty cash fund of the Liaison Office and
almost weekly the responsible employee would prepare a voucher for its replenishment.

As noted in the attached graphs expenditures varied considerably from year to year. Although
there was a carefully prepared budget the unexpected would occur. Mainly bans on activity
from Washington, DC as well as mid-year changes from U.S.A.I.D.. Notably the Gulf war
with the evacuation of the expatriate staff had its impact also (see Figures IX - 1,2&3).

Alliance Health Committee, Ministry of Public Health

" I
All the seven major political parties engaged in the war against the Russians and communist
regime of Afghanistan, were in one form or the other providing medical support to their people
inside Afghanistan. There was a determined need for a common platform to coordinate the
health activities. In May 1987 Alliance Health Committee (AHCJ was formed which consisted
of the health committees of Afghan National Liberation Front (ANLF), National Islamic Front
Alliance (NIFA), Jamiat-e Islami Afghanistan (JIA), Harakat-e Islami Afghanistan (HIA) and
Ittihad-e Islami Afghanistan (HA). Only two parties both Hezb-e Islami of Gulbadeen
Hekmatyar and Maulvi Younas Khalis did not participate. According to the initial
understanding, presidents were to hold office for a revolving period of three months. AHC was
to have all the departments which could interact with the counterparts in MSH. From the start
MSH Finance Department's goal was to create a self-sufficient AHC Finance Department. The
Finance Department's objective was to provide technical assistance to the AHC staff in order
for them to function independently on major activities. An agreement of salaries for employees
working in Pakistan and across the border in Afghanistan was achieved in collaboration with all
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Figure IX -1 ;

ANNUAL PROGRAM EXPENSES - 1986 TO 1994

(Excludes Technical Assistance and Logistics)

198C-I7 1JI7-B* 1988-89 19(9-90 1990-91 1991-92 1992-93 10/93-2/94

FISCAL YEARS OF OPERATION
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Figure IX - 2

AIIDCATION OF PROGRAM EXPENSES - 1988 TO 1994

(Excludes Technical Assistance and Logisdtics)
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Figure IX - 3

Departmental Expenses

(Inception to February 28, 1994)
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the members of AHC High Council in October 1987. In February 1988 an increase of 7 % was
established on their payroll schedule. Salaries remained at this same level until a 50 %
reduction was initiated in 1992. Finance and Administration were one department in the AHC
headed by Muhammad Akram Mohmand Baba as Director and Shinwari as the Deputy Director.
Shinwari with a banking background was responsible for the finance section. MSH held
training sessions with the AHC finance staff and prepared books of accounts for them with forms
for reporting to and replenishment from MSH. MSH started by providing AHC with an advance
for petty expenses and gradually increased it to the transfer of salaries for all employees in-
cluding the training center and training camps.

MSH had some bitter experiences with AHC and subsequently also with the Ministry of Public
Health (MOPH) formed in April 1989. For example (a) in May 1988 portions of the AHC staff
were not paid the full amount of their salary and an inquiry revealed that if an employee was
considered junior in jihad or if he had not suffered a comparative less to another co-worker, then
his pay might be docked as a penance for his lack of grace, (b) in April 1989 when the Ministry
was formed and the regular salary check was paid to them, the Ministry hired excessive
employees such as guards, peons and clerks and distributed the salaries in most of the cases
lower rates, a violation of the agreed rates for an agreed number of employees. MSH
categorically issued an ultimatum to the Ministry that 163 employees would only be funded and
personnel changes would be communicated in a format to MSH with written approval, (c) The
Ministry when formed incurred many expenses outside the authorization of MSH and in violation
of U.S.A.I.D. regulation. Specifically procurement of office furniture and equipment went to
the extent of giving charity to a Pakistani national. Due to situations such as these, MSH
decided all control of funds and financial responsibility would be maintained at MSH Finance
Department.

Afghanistan had not adopted the conventional accounting system nor were there professional
accountants available. This has always been a dilemma with MSH as well as other NGOs. PVO
organizations decided to hire individuals with elementary knowledge of Finance who could
ultimately be transferred inside Afghanistan. Had MSH decided to shift to Kabul, one person
hired by MSH was Abdul Qahir, who had the experience to work as cashier and in accounts
department of Inter Continental Kabul and Abu Dhabi. Abdul worked as a cashier until the end
of the Project. MSH was unable to find Afghans who at least had some basic knowledge of
accounting. English was another .requirement of the finance department as all government and
MSH Boston transactions and reports were in English. AHC, and then the Ministry, were
allowed to write all the letters in Dari and an interpreter was hired to translate them before
sending them to the concerned department. Finance received these documents, many as receipts
against their advance payments.

Regional (or Area ) Health Committees , !

The war in Afghanistan was taking new dimensions which gave rise to different areas becoming
strongholds of different commanders. It was not wise to ignore this development because
without having liaison with these commanders MSH could have ignored to provide its
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humanitarian assistance to a big chunk of population. With this in mind, commanders of the
various areas were encouraged to contact MSH in order to get their share of the health facilities
MSH could provide. It was tried that all these areas should be provided assistance on the same
lines as to the people in AHC. These areas included Supervisory Council of the of the North
Areas (SCNA), South and Southwestern Areas (SSWA), Health Committee of Central
Afghanistan (HCCA), and Health Committee of Paktya and Pakteka (HCPP). To all areas funds
were provided in the form of advances for salaries to training staff, stipends and allowances for
trainees, salaries to BHWs, doctors, nurses, technicians and administrative staff, construction
of health facilities, procurement of food stuff and supplies for office and health facilities, freight
to transport the medicines and sometime for the procurement of camels and pickups. The
advances procedure would be followed as discussed earlier. Administration centers were
established in all the areas to do the administrative jobs for the health facilities, record the
financial transactions and collect receipts for submission to MSH. But in spite of all this it was
an uphill struggle to receive the receipts before issuing the next advance. Forms of every nature
were designed on which they could report back to MSH, for various types of expenses.

Each area had a liaison office in Peshawar and the staff of these offices required their salary
each month. The leader of these offices was usually responsible for collection of money on
behalf of their respective areas. Other than SCNA and HCPP, cash payments would be made.
SCNA was asked by MSH to open an account in Grindlays Bank, Peshawar, to avoid any
incidents of risks. They would be paid checks for Rupee payments and the Afghanis would be
paid in cash. They would then draw the money as required from Grindlays Bank and then
dispatch it to Afghanistan. The same procedure was followed for HCPP except an account was
opened in Miram Shah close to their activity area and they received a draft to avoid 15-30 days
of clearing time required for checks.

3. CHALLENGES AND CONSTRAINTS

As with any job certain aspects bring challenges as well as restrictions in accomplishing specific
objectives. The following major areas are presented.

A. The Afghans were devoid of professional accountants or m9dern bookkeeping skills. To
compensate for this deficiency Pakistanis with accounting degrees and work experience
in Pakistan audit firms were hired for various finance positions. The skilled Afghan
recruited by MSH had d 10 years work experience as a Cashier and an Accounts Clerk

, for Intercontinental Hotel Abu Dhabi.

B. The Afghan counterparts found it difficult to conform to the regulations of U.S.A.I.D..
The general impression was that the funds once given to them should be spent with the
authority of their own designated official without any regard to rules implied. This
behavior at times forced MSH to impose penalties such as withholding salaries until
receipts had been submitted and off- setting other payments due to them.
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C. Due to the failure of the Afghanistan banking system because of war, and the
i developmental stage of the Pakistan banking system, there was no alternative than join
; the cultural society of CASH. That is the minority (10%) of people in Pakistan
. maintained bank accounts and individual Afghans were not allowed to open bank

accounts in Pakistan. MSH sponsored two Afghan checking accounts which were for the
convenience of cross-checks. MSH at the end of the Project closed these accounts as

, Afghans could not utilize these for themselves. With circumstances as these ensues a
, high risk for pilferage, robbery, embezzlement and fraud. However, during the seven
. years of MSH operation no major incident occurred. The! atmosphere in Peshawar and

Afghanistan during 1988-92 was like the wild west never knowing when you were trailed
or a Kaleshnikolf would be pointed at you, or a terrorist would hit the Warehouse.
Insurance was purchased to cover cash in transit in Pakistan ( Afghanistan was in such
a high risk that no insurance company would issue policies). Also a policy covered the
$4,000,000 medical supplies in the Warehouse. This action was approved by the
Contracting Officer in Islamabad.

D. Receipts for advances from inside Afghanistan was a time; consuming affair particularly
in the summers when the resupply schedules coincided with the expatriate staffs' R & R
leave. Afghans always expected Finance to have their payments within three to five
working days, but for them, days and even months were taken receiving receipts on past
advance payments. Decisions were made to send the supplies first, paying freight only
and the corresponding salaries to be released on the receipt of signatures. This procedure
split the activity and created many man hours of additional work in the finance
department.

E. Finance experienced, almost unheard of in USA, the inability to purchase supplies to
operate the -department for the first two to three years of the Project. Supplies for
computers and other electronic equipment was almost non existent. Usually supplies
were ordered from Boston, later Karachi or Lahore. For computer repairs Boston sent
parts etc., a turnaround time of two to three months. Later a reliable shop was
established in Islamabad but it took months for job completion. Initially Uninterrupted
Power Supply (UPS) was-unavailable and at load-shedding or power breakdowns finance
was at its mercy, much of the data at times was lost due to abrupt power failure.

F. Signature verification at times was cumbersome, as occasionally they did not match with
• the specimen signatures on file. For example a BHW in the beginning would place a

thumb print or ring print (rings carved with the names), for the resupply they would
improve to signing in Dari or Pushto and eventually learned to write signatures in
English which would land the finance staff at an impasse of finally resorting to confirma-
tions from the identity cards and personal inquiries. Also, the signatures of different
employees in Dari would always look alike.

G. Initially, it was conceived that the MSH finance department by 1990 could establish the
finance operations at the Ministry of Public Health Finance Department. MOPH process
the funds and MSH finance staff audit. It became clear early this was inadvisable to
attempt due to several factors:

a. Lack of skilled Afghan staff and MOPH refusal to have Pakistanies in their
finance department.
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The high risk of corruption as the Minister was the only signatory on the
checking account and in 1989 there was a diversion of funds, (this was totally
recovered by MSH Finance)
The Ministry co-mingled funding sources in their financial record-keeping. It
was clear their administration would not allow MSH reviewing the finances.

4. LESSONS LEARNED

11.

in.

IV.

The foremost lesson learnt on this Project was that professional accountants should
always be involved to prepare the budget, process operations and fulfill reporting
requirements.

The activity of selection, pay schedules,, performance analysis and custody and
preparation of cards for payment to personnel was all controlled by the concerned
departments of MSH. The last step of custody and preparation of salary should have
been controlled by the finance office. Salaries could be prepared by finance department
on the basis of the data provided by the departments concerned for specified people, such
as to enable the finance department exercise adequate financial controls.

In MSH, 64 % of the funds disbursed were through a single department. Technically
speaking there should have been more diversification. '

The interaction between Pakistani and Afghan collegues in the finance was admirable.
Each assisted "the other in language i.e. Dari to Pushto to English and financial system
procedures.
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X. CONCLUSION

William D. Oldham, M.D., Team Leader

The Project terminated on April 30, 1994 after phasing down for a number of months. We
believe we achieved all of the important objectives, both relief and development. We left behind
in Afghanistan a well trained and experienced cadre of primary health workers and a well trained
and motivated nucleus of supervisors and senior managers, many of whom had had participant
training in public health in the United States under Project funds.

The Important Lesson Learned

All the department heads have responded, each listing a number of lessons learned in each
activity area. I have tried not to duplicate here what has already been listed in the nine previous
sections but have tried to state what I think is the most important lesson learned overall during
the implementation of the Afghanistan Health Sector Support Project.

The fact that health services can be developed in a cross-border support program was well
demonstrated. It requires close coordination and motivation of the health leadership and health
personnel who are well supplied and trained. Actually most of the lessons listed by the
individual departments are required to achieve the development objectives of the program.

Even though the support of the program was cut off, the personnel are there and most are ready
to pick up where things were left off. Other donors are required or a government established
that can produce enough revenue to reinstate the health program, i
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APPENDIX VI-1
COLD CHAIN EQUIPMENT

The cold chain equipment used at different levels of the cold chain are listed below. Between
brackets is the origin of the equipment:
(E) = Electrolux, Luxembourg
(Q) = Quatro Elle Spa, Italia ,
(S) = Sibir International AB, Switzerland
(T) = Thermos Ltd., U.K.
The exact combination of the listed equipment depended on the needed storage capacity of
each of the facilities/teams/VSF.

Central cold room. Peshawar:

1- Refrigerator or freezer, compression type, Model TCW 1151 Icelined (E)
2- Icepack freezer, compression type, Model TFW 791 (E)
3- Refrigerator £ freezer, absorption type, Model V 240 GE, Gas and Electric (S)
4- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric & Gas (E)
5- Icepack freezer, absorption type, Model RCW 65 Gas (E)

Vaccine Storage facilities

1- Refrigerator & freezer, absorption type, Model V 240 GE, Gas and Electric (S)
2- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric and Gas (E)
3- Icepack freezer, absorption type, Model RCW 65 Gas (E)
4- Icepack freezer, absorption type, Model FCW EG, Electric and Gas (E)
5- Refrigerator & Icepack freezer, absorption type, Model RCW 42 EG, Electric & Gas (E)
6- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
7- Long range vaccine cold box, Class A, Model RCW 12 (E)
8- Vaccine carrier, Class B, Model 3504/38 (T)
9- Vaccine carrier / Point-of-use, Class A, Model RCW 2 (E)
10- Vaccine carrier, 10 Litres "gross capacity" (Q)

Mobile Team

1- Refrigerator & Icepack freezer, absorption type, Model RCW 42 EG, Electric & Gas (F.)
2- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (T)
5- Vaccine carrier / Point-of-use, Class A, Model RCW 2 (E)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)

Facilities with EPI



1- Refrigerator & icepack freezer, absorption type, Model RCW 42 EG, Electric and Gas (E)
2- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (T)
5- Vaccine carrier / Point-of-use, Class A, Model RCW 2 (E)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)
7- Icepack freezer, absorption type, Model FCW EG, Electric and Gas (E)
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Appendix II-l

LIST OF TRAINING MANUALS
DEVELOPED BY

INSTITUTE OF PUBLIC HEALTH
AND

MANAGEMENT SCIENCES FOR HEALTH, TRAINING DEPARTMENT

Publication

1.

2.

3.

4.

5.

6.

7.

8.

9.

10

11

12

13

14

Basic Health Worker Training Manual
(Text)

Basic Health Worker Training Manual
(Text)

Basic Health Worker Training Manual
(Text)

Basic Health Worker Training Manual
(Practical)

Basic Health Worker Training Manual
(Practical)

Basic Health Worker Training Manual
(Practical)

Basic Health Worker Medical Dosage
Calculation

Basic Health Worker Continuing
Education Manual

Maternal & Child Health Officer
Training Manual

Maternal & Child Health Officer
Training Manual

Maternal & Child Health Officer
Instructor's Manual

Maternal & Child Health Officer
Instructor's Manual

Rural Health Officer Training Manual

Rural Health Officer Training Manual

Language

Dari

Push to

English

Dari

Pushto

English

Dari

Dari

Dari

English

Dari

English

Dari

English

Pages

399

379

159

112

91

36

6

110

640

511

150

127

630

270



15

16

Management Training Manuals Vol. 1
4

Combined Mid-level Continuing
Education Vol. 1 & 2

Appendix II -1 (2)

Dari/English 731

English 1106

ADDITIONAL PUBLICATIONS

1.
2.

3.
4.
5.
6.
7.
8.
9.
10.

11.

Prime Messages
Strategy for Managing Primary Health Care at the District Level in
Afghanistan, Rural Health Officer Program
A Workshop on Use and Maintenance of a Latrine
How Tuberculosis Spreads
Environmental Health
Orientation to Laboratory Technician Training Program
Harmful Micro-organisms
BHWs Responsibilities, Duties and Training
Report about IPH Publication Department Achievements
Report about Alliance Health Committee Representative to USA: A
Proposal for Establishing a Health Education Department within IPH.
Goal and Responsibilities of MOPH's Directorates

Note: The IPH in addition to the above has published several public health bulletins and
numerous pamphlets.



Appendix IV -1

SALARY SCHEME OF MEDICAL PERSONNEL ON SERVICE INSIDE AFGHANISTAN

QUALIFICATION

to DOCTOR SPECIALIST
40 DOCTOR. OENERAUST

JENTAL DOCTOR (DMD, DOS, .!• )

MCTOR ASSISTANT (4 Y«I KABUL TRNO)

JENTAL DOCTOR ASSISTANT (2-3 YRS KABUL TRNQ)

IEOICAL STUDENT 3 CLASS

MEDICAL STUDENT 4TH AND 3RD CLASS

MEDICAL STUDENT 2ND AND 1 ST CLASS

'HAHMACIST (LICENTIATES DECREE 4 YRS TRNQ)

:OMPOUNDER /PHARMACY TECH.I 2 YRS THNQ)

iHARMACIST ASSISTANT (1 YH OR LESS TRNO)

1IPLOMA NUHSE (3 YHS TRNQ)

JURIE HELPER (11-24 MONTHS TRNQ)

«DICAL TECHNICIAN (13-17 MONTHS TRNQ)

IEOICAL TECHNICIAN (12 MONTHS TRNO)

IEDICAL TECHNICIAN (7-1 1 MONTHS TRNQ)

HEDICAL TECHNICIAN (1 MONTHS TRNO)

(ASIC HEALTH WORKER(BHW)/MCH ASSIST.(3-5 M)

IflST AIDER (1-2 MONTHS TRNQ)

)AIA (CLINIC WORKERS ONLY)

JENTAL TECHNICIAN

>ENTAL TECHN ASSISTANT (1 YR OR LESS TRNO)

(•RAY TECHNICIAN ( 2-3 YRS TRNO )

C-RAY TECHNICIAN ASSIST (1 YR OR LESS TRNO)

.Al. TECHNICIAN (2-3 YRS TRNQ)

.Ai. TECHNICIAN AS JISTANT(I YR OR LESS TRNO)

IALAAIA TECHNICIAN (2-3 YRS TRNQ)

tfALARIA TECHNICIAN ASSIST (1 Y OR LESS TRNQ)

ILOOO BANK TECH ASSISTANT!! YR OR LESS TRNC)

INESTHESIATECNICIANI2-3 YRS TRNQ)

ANESTHESIA TECNICIAN ASSIST (1 OR LESS TRNO)

10QHTIAPAL / SANITARIAN (2-3 YRS TRNO)

ITACCINATOR ( • YR OR LESS TRNO)

3RTHOPEOIC .TECHNICIAN (2-3 YRS TRNO)

)RTHOPEDIC TECHNICIAN ASST(1 YR OR LESS THNQ)

EXPERIENCE PAY BASIC SALARY

Rl./Mon./YrE>». Illl April «2

ISO

100

100

73

7S

0

0

0

75

75

0

75

0

0

0

0

0

0

0

0

75

0

75

0

75

0

SO

0

0

75

0

75

f

75

0

•.527

5.457

3.457

4,3*7

3.317

4,317

2.»M

1.204

4,317

2,tM
1.712

2.C««

2,354
2,140

1,»2«

1,712

1.2*4

170

748

535

2,*8(

1.t2«

2.8M

l»2*

2,88*

1,82*

2,(7S

1,3*1

1.»2«

2.8M

1.*2*

2.5(«

I 30O

2,»»«

l.(2«

BASIC SALARY

.fl.r April 82

4,1*5

4.093

4083

3,2*0

240*

3.280

2.247

>03

3,280

2.247

1 284

2.247

1.7M

1,«05

1,443

1,2*4

M3

(33

542

401

2.247

1.445

2,247

1.44i

2.247

1,445

2,00*

1.043

1.445

2.247

1.445

l.*2«

1.125

2.247

1.445

BASIC SALARY

•fttr Oclob.r 82

3,2*4

2,72*

2.728
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Appendix IV -

SALARY SCHEME OF NON-MEDICAL PERSONNEL ON SERVICE INSIDE AFGHANISTAN
QUALIFICATION

REGIONAL HEALTH OFFICER

SUPERVISOR (W/ TRAINING & MUTIPLE SITE)

INSPECTION OFFICER / MONITOR

ADMINISTRATOR DIRECTOR(W/ TRNG & MULTIPLE SIT

FISCAL MANAGER (W/ TRNG & MUTILPE SITE)
ADMINISTRATOR ASSIST (W/TRNG & MULTIPLE SITE)
ACCOUNT OFFICER (W/TRNG & MULTIPLE SITE)
REGIONAL CASHIER (W/TRNG & MUTIPLE SITE)

LOGISTIC OFFICER (W/TRNG & MULTIPLE SITE)

PROCUREMENT OFFICER (W/TRNG & MULTIPLE SITE)

STOREKEEPER (W/ TRNG & MULTIPLE SITE)
ADMINISTRATOR ASSISTAN (W/O TRNG & SINGLE SITE)

JUNIOR STOREKEEPER (W/O TRNG & SINGLE SITE)

CLERK ( UNTRAINED )

COMPUTER OPERATOR
CYPIST

DRIVER

REPAIRMAN

COOK

PEON
WATCHMAN

BASIC SALARY

till October 1992

7,106

3,424

2,140
2,996

2,354
1,926
2,140

2.140

2.354
2,140
1.926

1.350

1,100

1.926

2,354
1,926

1,200
749

749

535

535

BASIC SALARY

after October 1992
5,330

2,568

1,605

2.247

1.766
1.445
1,605

1,605

1.766
1.605

1,445
1,013

825

1,445

1,766
1,445

900

562

562

401
401
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5 ANNEX

VOLUNTEER HEALTH SISTER (VHS) PROGRAM GOAL AND OBJECTIVES

GOAL OF THE VHS PROGRAM

The goal of the VHS Program is to improve the health knowledge and practices of Afghan women
through the implementation of a household-level community outreach program (the Volunteer Health
Sister Program.)

PRIMARY OBJECTIVES OF THE VHS PROGRAM

The primary objectives of the VHS program are, by February 1994:

1. To establish 12 VHS pilot sites through the training of at least 100 Vl-lS's.

2. To improve general health knowledge of Afghans so that piime health messages foi 7 tore
modules will be understood and explained by --

a. 100% of Trainer/Supervisors (T/Ss), as measured by at least 80% recall
b. 80% of VHSs, as measured by at least 50% recall
c. at least 1 primary caretaker in 50% of households in the VHS catchment area, as measured b>

30% recall.

3. To improve personal hygiene and environmental health practices, as evidenced by being able
to effectively demonstrate 2 ways to show the link between hygiene and disease prevention, foi

a. 100% of Trainer/Supervisors
b. 60% of VHSs
c. at least 1 primary caretaker in 30% of the households in the VHS catchment area.

4. To improve the control of diarrheal diseases as evidenced by--

a. being able to correctly prepare a packet of ORS, for —
1. 100% of Trainer/Supervisors
2. 60% of VHSs
3. at least 1 primary caretaker in 30% of households in the VHS catchment area.

b. having administered ORS to a dehydrated child in the last month, for
1. 100% of Trainer/Supervisors

2. 60% of VHSs
3. at least 1 primary caretaker in 30% of households in the VHS catchment area.

5. To improve the nutrition of infants by --
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a. 1. having 80% of Trainer/Supervisors
2. having 60% of VHSs
3. having at least 1 primary caretaker in 30% of households in the VHS catchment area...

• ...able to effectively explain when and what supplementary foods should be given b> age
6 months.

b. increasing the number of children who receive supplementary food, by age 6 months, b> 10%,
in the VHS catchment area.

6. To improve the child morbidity and mortality rates from Acute Respiratory Infections (AR1) as
evidenced by —

a. 1. 100% of Trainer/Supervisors
2. 60% of VHSs
3. at least 1 primary caretaker in 30% of households in the VHS catchment area...

...being able to correctly explain the difference between common cold and pneumonia.
b. 1. proper treatment of a child with cold and proper treatment of a child with pneumonia, by

80% of Trainer Supervisors
2. proper recommendation, by at least 50% of VIISs, for a child with cold and proper referral

of a child with pneumonia, within 2 days after symptoms appeared
3. at least 40% of households in the VHS catchment area where a child developed signs of

pneumonia, the primary caretaker arranged to take the child to an appropriate facility within
2 days after symptoms appeared

7. To improve immunization coverage, as demonstrated by the fact that in VHS pilot sites where
there is a mobile or fixed-facility immunization program, —

a. 100% of Trainer/Supervisors with children under age 2 have had their child vaccinated
according to the vaccination schedule

b. 60% of VHSs with children under age 2 have had their child vaccinated according to the
vaccination schedule
c. at least 40% of the children under age 2 in the VHS catchment area have been vaccinated

on schedule because of the recommendation of the VHS.

8. To "improve delivery care, as demonstrated by the fact that within the last 4 months -

a. 80% of Trainer/Supervisors have referred at least 50% of pregnant patients to a trained health
worker (MCHO, nurse-midwife, trained dai) for conducting the delivery

b. 50% of VHSs have referred at least 50% of pregnant women in their catchment area to a trained
health worker for conducting the delivery

c. 30% of women delivering have been attended by a trained health worker.

9. To improve first aid skills as evidenced by—

a. 90% of Trainer/Supervisors
b. 50% of VHSs
c. at least one primary caretaker in 25% of households in the VHS catchment area...
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I INTRODUCTION;
Afghanistan the war-stricken country have sustained heavy losses in different fields of

life over the last fifteen years. However, from time to time efforts have been made by a number
of.humanitarian organizations to relive the Afghan nation's pain to the possible maximum extent.
• I

To improve the health status of the Afghan women and children the MSH/AHSSP has
initiated some female training programs at the household and community levels. That is
Volunteer Health Sisters (VHS), Female Health Workers (FHW) and Mother and Child Health
Officers (MCHO) programs, to assess the progress of the above mentioned programs as well as
the knowledge and skills of the trainers and trainees, Dr. Hasibullah Technical coordinator and
evaluator MCH Dept./MSH and Dr. Shah Agha, MCH Dept./MOPH planned to carry out a
thorough assessment of all three programs in 13 provinces(see page 2).Other objectives of the
assessment trip were as follows:

-To determine the demand for contraceptives.
-To check which facilities offer vaccination •*
-To Study the possibility of conducting a Baseline Survey at the household level in order
to evaluate the VHS program.

i
-To beg the advice and suggestions of the people involved in MCH activities in respect
to the further improvement of MCH services, as well as know the problems/constraints
they are confronting in performing their duties.

-To practically teach the newly-appointed MCH Reginal Health officers how to carry out
technical field activities such as assessments, supervision,surveys etc. in their catchment
areas.

Dr. Shah Agha was to do the assessment in six provinces i.e Ningrahar, Kuner Laghman,
Paktia, Logar.and Kabul. While Dr. Hasibullah was to carry out the same activities in seven
provinces i.e Ghazni, Wardak ,Kapisa, Bamyan, Juzjan, Kunduz, and Takhar. The following
is a consolidated report from all 13 provinces.

II METHODOLOGY;
In order to assess the knowledge and skills of trainers and trainees,as well as the progress of the
programs various methods such as direct abservation, using questionnaires, interviewing the
trainers, trainees (where possible) and the community members were applied. All of the
information gained have been recorded in the VHS, FHW and MCHO forms.

This assessment was an internal t>pe of evaluation. The benefit was that the assessment
team and the Trainer/Supervisors are completely familiar with the program. However, there may
be a potential bias as the responses to many of the questions mainly came from the
Trainer/Supervisor. While carrying out the assessment this fact was expected due to cultural
reasons.

III RESULTS;

A. VOLUNTEER HEALTH SISTER PROGRAM
Totally 10 VHS sites were planned to be assessed (see page 3 ).



VIIS.FHW AND MCHO SITES

#
1
2

3
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,
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Ghazni
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+

+

+

+

+

+

+

+

^•
+
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+

+

+

+
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+

+

+

+
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+
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+

+
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The In-charge of clinic # 1187, Dr. AH Akbei, was absent on the day of assessment. According to the
clinic staff i.e. Mr. Zalmai (Dentist) and Mr. Qurban (Gaurd,) he had left foi Peslumai on June IOth due
to his sickness. Some people from the catchment area of the clinic \vere inters it.wed . all of whom were
quite satisfied with the health services being offered to them.

The first VMS program Assessment (Nov.-Oct.92) indicated that the fir.st steps towards the
implementation of this program i.e introducing the program to the local authorities and the community
, and beginning the selection and recruitment of some VHSs had been taken successfully. While the recent
assessment shows that the VMS program has entered a new phase of its progress that may be explained
as follows:

a- A total number of 73 VHSs have been trained to date (inside Afghanistan),
b- In some VHS sites some people, other than VHSs, have also been trained who either in turn
train VHSs or convey the health messages to other people themselves. Two examples are given
bellows: '

• Dr AH Akber the In-charge of clinic 1187 located in Ghazni has trained some school teachers in
his area. He has also provided them with VHSs stipply. Besides teaching the prime health
messages to the students and asking them to convey these messages to their families some the
teachers has trained their family members or relatives as VHSs.

<
• Dr. Rona and Dr. Khaliq clinic It 7027, Tekhar, have trained some of the female staff of the

clinic who assist them in training VHSs as well as FHWs.

d. A good monitoring system has been established in all VHSs pilot sites. All of the VHS
trainers/supervisors know how to correctly complete the VHS monitoring tools. Almost all of
the VHSs know how to complete the monthly monitoring tool (Monitoring tool #1). However,
only two-third of them regularly return their monitoring tools on a monthly basis.

e.- A good supervisory system has also been set up is all VHS pilot sites. AH of the VHS
trainer/supervisors have their own supervisory schedules and regularly (mostly on a monthly
basis), supervise their VHSs. Supervision is carried out either directly or indirectly. All of the
VHSs trainers/supervisors also use VHS supervisory Review forms and keep records.

f. A referral system has been established. Almost all of the VHSs refer serious cases to the
facilities where their trainers are working. The community help transfer serious cases to health
facilities by providing them locally available transportation means.

g. The results of interviews with some VHSs show that the> have retained most of what has been
taught to them.



VHS TRAINER/SUPERVISORS' VIEWS AND SUGGESTIONS with respect to the improvement of
VHS program.

-Paying good salaries to VHS T/S and giving incentives to VHSs at leaM to the most active ones
are the two key factors that will encourage both the VHSs and the VHS trainer/supervisors to
work harder and with more interest.

-"It will be much more better if the VHS trainers are provided with more VHS supply. For
example", Dr. Humayoon and Mrs. Zari Gul MCHO said,"the In-charge of a girls' school
located in our area has promised to introduce us up to one hundred female trainees as VHS.s. But
unfortunately we don't have enough VHS supply for so many people ".

-Taking pictures from VHSs is cul tura l ly not acceptable. In fact, it may. .sumctiiiK-.s, cause serious
trouble.

«,

POSSIBILITY OF CONDUCTING A BASELINE SURVEY AT THE HOUSEHOLD LEVEL has also
been discussed with VHS T/Ss,the result of which has been summarized on page 6.

B. FEMALE HEALTH WORKER PROGRAM:

Totally 1.4 FHW sites had been planned to be assessed in 11 provinces see page 7).
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MCH post #7046 was not assessed as the person in-eharge was on leave.

MCH post #7003, 7006 and 7042 weren't visited due to security reasons. The assessment results in other
sites arc as follows:

i

a- In the remaining 10 sites a total number of 297 FHW.s have been ti.lined ID most of whom almost
all of the topics(*)included inthe FHW Teaching Manual prepared by UNHCR have been
taught.More or less 70% of the trained FHW.s had previously been Traditional Birth Attendants
(TBAs).

b- Fourteen FHWs have been interviewed and their knowledge and skills on the aforementioned
topics assessed using the FHW program Questionnaire ( see page 9).

a- Microbes and Hand washing
b- Household Cleanliness
e- Tetanus
d- Normal Pregnancy
e- Home visits During Pregnancy
f- :Da'nger sings in pregnancy
g- Normal Labor
h- Danger Signs in Labor
i- Normal Delivery
j- Danger Signs at Delivery
k- Vaccination

I- Home Visits during the first days after delivery
in- Danger Signs in the first few days
n- Home visits to children in the first two years.
o- Danger signs in children
p- Diarrhoea
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c- The FHW trainers'knowletlge and skills have also been a.yse.s.icd u.sing a
table below:

al i|uc.sli«>nnaire. Tor the reMilis

a

\
2

3

4

5

6

••7

8

9

10

Name or the
FIIYV Trainer

Dr. Latifa

Mrs.Anis Gul

Mrs. Del Afrooz

Mrs. Rina

Mrs. Fakhria

Mrs. Amina

Dr. Jamila

Dr. Naila

Mrs. Suraya

Mrs. Tari Gul

Total

Clinic/Post H

7044

7001

7041

7031

7012

7007

7014

7027

7043

7049

10

Province

Paktia

Logar

Laghman

Laghman

Ghazni

Kapisa

Kabul

Takhar

Kunduz

Ningrahar

9

Excellent

X

X

X

X

— s
X

X

X

X

8

Good

X

X

2

Fair

10



d-

c-

f-

g-

All of the trainers evaluate the FHWs knowledge and skills at the end of each session and
each topic.

The FHWs are also supervised by their trainers. Supervision is usually carried out while
a FHW is conducting a home delivery.

Many FHW trainers conduct refresher course(*)while some others don't.The reasons
given by trainers for not conductig such courses follow;

-Lack of teaching materials.
-The FHWs are not willing to take such courses . That is the topics covered are not
interesting for them.

A good referral system exists inside this program. Almost all of the FHWs refer
complicated cases to the facilities where their trainers are working or to the nearest
hospital.

Note: To lay groundwork for establishing a monitoring system in FHW program, FHW Monthly
Monitoring tool was introduced to all FHW trainrs visited. It was also explaied why and how
to use them. Besides, every trainer was given one FHW picture book in order to improve and
facilitate the teaching-learning process.

Refresher courses are conducted on the following topics:

a. Safe motherhood
b. Malaria
c. Tuberculosis

d. First Aid
e. Dental Care



FHW TRAINERS SUGGESTION/REMARKS REGARDING THE IMPROVEMENT OF
FHW PROGRAM.

•:j
- Two important factors that slowed down the implementation of this program at

the beginning were: Old Afghan tradition and lack of incentive and privileges for
FHWs.

- Since most of the Afghan people are poor, giving incentive even a little-to them
could prove encouraging and as a result facilitate and accelerate the FHWs
selection and recruitment process to a large extent.

- Observing two points will further improve our program. That is, regular and
prompt supply and.giving incentives suchTas gifts etc to FHWs.

- The In-charge of clinic #7041 located in Laghman province said: "Our community
has got strict religions rules. In addition, women are to carry the burden of daily
work on their shoulders. Therefore, they hardly ever get a chance to come to the
clinic. And it is when they get a serious health problem.

- By free distribution of foodstuff or things of this sort to the people of the area we
could easily win their support and recruit more FHWs.

- The more the visual teaching aids such as posters, flipcharts, etc. to the distribute
among the people the more the health messages will spread.

- Observing the following points will play a great role in the development and
improvement of the FHW program-

a. Aprons should be given to FHWs to put on while conducting a delivery.
b. FHWs should be given some expenses for Nutrition Demonstration Program.
c. All FHWs should be paid salaries

C. MOTHER AND CHILD HEALTH OFFICER PROGRAM:

Six MCHO sites had been scheduled to be assessed of which only five were visited (see
page 13).
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#

•1
2

3

4

5 *

6

MCHO's Name

Mrs. Suraya

Mrs. Zari Gul

Mrs. Shaima

Mrs. Hasina

Mrs.Fahima

Mrs. Aqila

CLINIC/TOST
If

7043

7049

7046

7047

7051

7042

PROVINCE

Kunduz

Ningrahar

Kabul

Kabul

Logar

Bamian

REMARKS

Assessed

Assessed

Absent

Assessed

Not existing

Not assessed

MCH posts # 7046 and 7047 located in kabul were closed on the day of visit as the In-charge
s of these facilities were on leave. However, the residents of the area were satisfied with their
services being offered to them.

One MCH post (7051) which was supposed to be in Churkh district of Logar province
didn't exist at all.

Two MCH posts 7049 located in Ningrahar and 7043 in Kunduz were assessed.
Assessment results may be summarized as follows:

The staff of the facilities have got written job descriptions.

The posts are open 6 days a week (Fridays closed) from 8:00 am to 12:00 or 3;00pm.
Female training program such as VHS and FHW training programs are conducted two days a
week for 1-2 hours in the morning.

The staff of these facilities are using good prescribing habits.

The MCHOs also make some visits in the houses which are not very far from their
houses for many purposes such as curative service, emergencies, follow-up etc.

The green books are up-to-date and accurately completed.

On the average 30-40 patients daily apply to each MCHO posts 20-30% of whom are
children under age 5 while 50-60% are women between age 15-45.

Neither of the MCHO posts had Nutrition Demonstration Program as they receive no
funds for this purpose from any organization. However, on the average 4 5 mild and sever cases
of malnutrition are monthly diagnosed in each of the facilities.

13



Neither of these facilities offer vaccination.

The medical staff of both facilities conduct Health Education Sessions on family planning
etc. Health Education sessions are usually conducted in the mornnings when the patients gather
in the waiting room.

Contraceptives are distributed only to those women who request for them.

The MCHOs are also involved in some Community outreach activities such as conducting
health education session in the schools, teaching the correct way of building community based
latrines to the people etc. The MCH facilities don't sell drugs. However, they charge fees i.e
100/patient. Most of the people can afford it.

MCHO's SUGGESTIONS AND REMARKS REGARDING THE IMPROVEMENT OF
MCH ACTIVITIES.

a- The In-charge of clinic #7049 located in Ningrahar expressed that they are badly
in the need of:

-Transportation means for clinic staff.
-Expenses for building rent, electricity, nutrit ion demonstration program.
-All six vaccines + T.T.
-More anti-Malaria drugs (for prevention and treatment)

b- The In-charges of MCHO post 7043 located in Kunduz said:

"By the time we received the reagents needed for Glucose-Urea an Protein-Urea tests
they had already been expired".

"We have got good results from pregnancy tests. However, the Mullahs disapprove of
such practices,we hope you will continue supplying materials needed for such purposes
in the future too".

14



IV-ANNEX:
Besides assessing the female training programs i.e. VHS.FHW and MCHO programs some
other activities have also been done during the assessment trip that may be summarized as
follows:

a- To give training to the MCH Regional Health Officers.
The MCH RHO for shora-i-Nazar, Mr Ali Ahmad Nahzatyar,. Joined Dr. Hasibullah in
Kabul and assisted him in assessing 4 MCH facilities in 3 provinces i,e Kapisa
.Kunduz, and Takhar.

The MCH/RHO for Hazajat area, Dr: Nazir, assisted Dr. Hasibullah in carrying out the
. assessment in Ghazni province. .r

Dr. Humayoon the MCH/RHO for south and southeast zone joined Dr. Shah Agha in
Ningrahar and assessed him in assessing 4 MCH facilities in 3 provinces i.e. Ningrahaf,
Kuner and Laghman.

In addition to giving practical training to all of the aforementioned newly
appointed MCH/RHOs on how to carry out field activities such as supervision,
assessment, survey etc. they were also briefed about their role and specific
responsibilities as MCH/RHOs in the future. Moreover the workplans of MCH/MSH and
MCH/MOPH were explained to .them in detail.

b- To assess the possibility of conducting a baseline survey at the household level, (see page
6).

c- To determine the demand for contraceptives from the information collected in this regard
one may easily see that the majority of people in most of the MCH facilities' areas have
a demand for contraceptives (especially pills). Condom is.however, socially and
culturally not acceptable for almost all of them.

d- To check whiqh MCH facilities offer vaccination: Except two MCH facilities i.e ft 1064
Located in Kuner province and #7027 located in Takhar province none of the MCH
facilities visited offer vaccination. However, the people living in the MCH facilities
catchment area understand the advantages of vaccination and are wi l l ing to get their
children vaccinated. Similarly, many women are ready'to undergo T.T vaccination.



V; THE EVALUATORS REMARKS AND RECOMMENDATION

Considering the factors listed below that badly affect the process of implementation of
female training programs and the provision of health services, the progress of female training
program such as VHS and FHW program as well as the quality and quantity of health services
being offered by the MCH facilities are quite satisfactory. However, by making more efforts
they could be further improved.

a- Unstable security and political condition, don't give people a chance to fully
concentrate on their specific official responsibilities,

^b- Strict religious and cultural- practices e..g. observing purdah deprive the male
trainers of the chance to have free access to the female trainees in order to recruit
train and supervise them.

c- Old tradition, beliefs and health habits that have been existing through decades
and centuries are not easy to quit or modify.

d- Frequent migration of people from one place to another diie to security and
economical reasons as well as women's responsiblilities inside the house and/or
on the field make it difficult for the trainers to maintain regular contract with
their trainees. Taking the following measures wil l play a crucial role in general
and female training programs in particular:

1- The number of female VHS and FHW trainers should'be increased.

2- If budget permits the trainers salaries should be increased lo some extent. In
addition, some (non-financial and/or. financial)incentives should be given to the
most active trainers and trainees.

3- More contraceptive (pills and ampules) should be supplied to MCH facilities.

4- To maintain regular contact with MCH facilities staff and provide them a stable
support regular assessment and supervision of all MCH facilities should be
carried out by MCH Regional Health Officers and other responsible authorities.

5- Coordination between MCH services and EPI services should be improved.
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APPENDIX VI-1
COLD CHAIN EQUIPMENT

The cold chain equipment used at different levels of the cold chain aie listed below. Between
brackets is the origin of the equipment:
(E) = Electrolux, Luxembourg
(Q) = Quairo Elle Spa, Italia
(S) = Sibir International AB, Switzerland
(T) = Thermos Ltd., U.K.
The. exact combination of the listed equipment depended on the needed storage capacity of
each of the facilities/teams/VSF.

Central cold room. Peshawar:

1- Refrigerator or freezer, compression type, Model TCW 1151 Icelined (E)
2- Icepack freezer, compression type, Model TEW 791 (E)
3- Refrigerator & freezer, absorption type, Model V 240 GE, Gas and Electric (S)
4- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric & Gas (E)
5- Icepack freezer, absorption type, Model RCW 65 Gas (E)

Vaccine Storage facilities

1- Refrigerator & freezer, absorption type, Model V 240 GE, Gas and Electric (S)
2- Refrigerator & freezer, absorption type, Model RA 1302 EG, Electric and Gas (E)
3- Icepack freezer, absorption type, Model RCW 65 Gas (E)
4- Icepack freezer, absorption type. Model FCW EG, Electric and Gas (E)
5- Refrigerator & Icepack free/ei, absorption type, Model RCW 42 EG, Elecirit it Ci.ts (I!)
6- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
7- Long range vaccine cold box, Class A, Model RCW 12 (E)
8- Vaccine carrier. Class B, Model 3504/38 (T)
9- Vaccine carrier / Point-of-use, Class A, Model RCW 2 (E)
10- Vaccine carrier, 10 Litres "gross capacity" (Q)

Mobile Team

1- Refrigerator & Icepack freezer, absorption type, Model RCW 42 EG, Electric & Gas (E)
2- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (T)
5- Vaccine carrier / Point-of-use, Class A, Model RCW 2 (E)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)

Facilities with EPI



1- Refrigerator & icepack freezer, absorption type, Model RCW 42 EG, Electric and Gas (E)
2- Long range vaccine cold box, Class A, Model RCW 25, with icepacks (E)
3- Long range vaccine cold box, Class A, Model RCW 12 (E)
4- Vaccine carrier, Class B, Model 3504/38 (T)
5- Vaccine carrier / Point-of-use, Class A, Model RCW 2 (E)
6- Vaccine carrier, 10 Litres "gross capacity" (Q)
7- Icepack freezer, absorption type, Model FCW EG, Electric and Gas (E)
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•GRF.EN BOOK"
PACKET FOR MEDICINE

Count ins Un i t
Specif icat ions

TAB 500NG
AMP 30XG x IKL
TAB 4MG
TAB ICOJSJ ".

n ^*'R ifli'^iPft'fU inu lUu.Tjiuvni

3 SYR 2COKGMOMC/5XL
TAB 250»;:|5QMG BASE
TAB 60MGJ0.25XG
PCX 25GI^
CRX 0.2S,2?.GR TUB
EM!I 25S.50KL BTL
SOL l .SXflSS, 1 LIT
TAB 400MG

: POI FOR I LITRE '
OMT IS, 3.5MG TU8
PIECE

I2CC.O. ICC GRADUATED
PUT OF 5
4.5ft IMS
f.CLL, ONE DOZER
20 YARD
ROLL 300CMS
ROLL

.&MI2.5CX
39 CSS BAR
PIECE

CXr Of !
•*" ""**"* "

Cost in
Pakis tani

Rupees.

83.50
42.88

2.95
18.00
S1.7JL .
51.00
52.50

294 .00
95.00

3.09
17.10
47.00
15.20

228.00
33.45
52.08
5.08
3.02

25.40
1 48.00

35.00
18.00
37.40

4.50
97.50
70.00

j — ff.09

"f me n

Cost
in

U S }

- 2.75
1.41
0.10
0.59
3.29
i to

1.73
6.73
3.17
0.23
0.55
1.55
0.50
7.52
1.10
1.72
0.20
0.10
0.87
1.58
1.15
0.5"
YH
0.15
3.22
2.31'

-9-8.
It C<J

i1.' fi *. i ' :!•Jii-'V1

BEST AVAILABLE COPY



FACE !!?.
02/21/94

Product
u.-.:
1UCIII 1

i iC3i iYn
!J:3btf.

Ml!
3.CC1
s.ui
U25
5.323
f..7Dl

I C . I O I
13.103
13.S01
17.10!
: i . 5. :

21. -01
32.205
33.31!
33.321
33.33!

' 33.352
"33.503
9?. 301

» ' » Total

1 Xanaieient Sciences for Heal th / Peshaiar
Basic Heal th torker • D Carton

ToU!
H'jsber

C~M.» :.»

Units

1,000
200
!00
350

10
250

2,000
!
i

200
ICO

15
J

3
3
I
I

50
250

m

Generic "au

.

ACETAXIKCPHEH 50CHG TABLETS
CHLORPHESIRAKIKE XALEATE 4HG
KEBEKDAZCLE lOOXG TABLET
S'JLFaillOXAZCL 400fTRlXETIBFRIX 80
SULFAXETIIOXAZOL 200ITRIXETIIOFRIX 40
CKLOKOOJJIHE 150XG BASE TABLETS
FERROUS SULPHATE f FCLIC ACID
"STriORRAZCKE 0.2S CREAK
BEKZYL BEHZOATE 25? EXliLSION
ALCKHJIUX KYOROXYDE (COXP.) TABLET
CSAL REHYDRATATIOH SALTS FOR lOOOCC
OXYTETRACYCLlffi IX EYE OIKTXEKT
RAZOR BLAD DOUBLE EDGE LOCAL. QUAL '
CREPE BANDAGE ROLL
GAUZE BANDAGES 3"
ABS3RBANT CAUJE FOR CCKPRESSES
ADHESIVE TAPE 3*
SINI SOAP BAR
PACKET FOR MEOICIHS

Ccontini Uni t
Specifications
v • • - • /

..

TAB 500!«
TAB 4HG '
TAB IOCKO
TAB 400K5i8fl»G
SYR 2CC''Ci40ffi/5HL
TAB 250XG=l50KG BASE
TAB SCKGI0.25XG
CRX 0.2X.28CR TUB
ECJ 25!!I60XL BTL
TAB 40CKG
FOT FOR I LITRE
OW IX, 3.5KG TQB
FKT OF 5
4.5SXIOCK
ROLL, OUF. DOZES
20 YARD
RftlL
30 GKS BAR

CXi CK

Cost in
Pakistani •
• 'Rupees.

r
83.50 •

2.55
10 no

•'..IS
5i.no '
52.50

204.CO
7.09

17.10
15.20

228.00
33.45

3.02
25.40
48.00
35.00
37.40
97.50
19.00

.

Cost • " ' '•'•
• • in

U S J
}

- 2.-75
0.10
0.59
3.29
i.-SS
1.73
5.73
0.23
0.55
0.50
7.52
1. 10
0.10
0.87
1.5?
1.15
1.23
3.22
0.63

1073 35.53

BEST AVAILABLE COPY



;'JE ™.
VII I**i i l l i -1

riclir t

I % i . ; i1.:
I..I. .
wu;>; ! .

I 1««

i.2")
2.!!!
2. I2!
2.: 23
2.m
l.'M
3.r'J!
3.0;2
\ "«i
!.r:
6.!C!
5.:-;!
5.3:"
5.3i:
5.3;:
iJJJ
• v:

t ":•'•^. « . ••

4 M"

' V

...321
' "*'
^.w..

' in

6.:"l
5.5*3
• MI.-. t
^ i* *
2.JM

2.2":
3.2:3
'.2*'
;.:''!
?.fA!
5. "31
t.{>M

?."!
7.3f:!
7.'1"
• iv

..i .
2."*:
C 'I 1

'..'"'
C ! I
... 1 4 *

25.!":

!

Total

rf* •>!«• * III A
^ Jill lll£

P l ^ t "I It 1 1 0

2
15

".1W9
6,"C
1 ,090

1CI.-

IOC;

2,000
2

SC '
r

s?o
2.J35

3?
5.C"9

30
11u

'. -.55
"M

•?
- -en

2'C
3,:.4j
","00

50
!2
C?

!"C
2,::o

'.2,?^
TV.

11

11

f"
3"
!«

w
1

lf*
' !2
3"?
v«
J C «

!?0
[«

< CA|-r

J

Xanageient Sciences for H e a l t h / Feshatar
C l in i c I n i t i a l Supply

Generic llsse Count ing Un i t
Specif icat ion.-

1 _

-

LIKCAIKE TOPICAL CEL 2S GEL 2!!, TUB 15CR
LIDOCAIXE V, SOLUTICH AXP IOKL
A':ETA!4IIWPIIEH 50C»J TABLETS TAB 500«G
A^ETYL SALICYLIC AC!D 300HG TABLETS TAB 300«G '
iSMSETHACIH 25« TABLET TAB 25iiC
IT.STAMCISE JOB/a. SOLWI08 AH1 30KG ; 1KL
rEsraociME 2»es TABLETS TAP 25KG
CHLCRPHEBIRAXIBE 8ALEATB 4K TAB 4XG
rROXSVIIAZIBS 25KG/KL SOLUTJOH AM? 50!« I 2HL-
rROKETHAZIKE HCL 2.\ffl TABLETS TAB 25KG
9IAZEPAS 58G/HL SOL'JTIOH A!ff 10KC/2!fL
.'2BEK9AZCLE 10CXC TABLET TAB 'OCXS
SSTRCSIDAZOLE 200KG TABLET TAB 23CXG
AVPI^LHK S8SPEBSIC8 I25HC/5KL P8» 125KG
A!!?!CiLLIK 259JB CAPSULES CAP 258SG ;

i i m i r i ' f i t i cnnu^ p^vnpn PAH riitpAv rut* C A f i i f / u t i r

ori.7i-T.ni? onii^r pci t toi f 'U ' i? * i P^1* ' i t i iM/ in i ruL.<i.ni.:i.iC ulnilt. It.nlUi.!..:. 1 . 4 , :v- :. ir.iv/ 'in:.
pprtvxyi'irrvpvi pp i i t ^ i r tn t ^CAII^I • T ID icmir

nnV-itiT npuriir t in rnni-icicn rwr 1(MM^|<;ni^ly| 11

-,..«r,M,PMr>M^t Mc'll.MCUf "" HA* MCll^/in

••^rnni'mijciJiMt icni*» cin^mr^ jug «ftijj

r.".VT!2:.'!YC!!! 25*'-^ TABLETS TAB 250fW , *
TITr-ACYCLiKE IICL 250XG CAPS'JLES W.F.25CJS- --. ; -
cijr ri»rTitrtyi»or irt()|'fr|wcT|Vr'I|** *fl "H 4ftftllG!^llG'' ^

SVirCTXASOL" !03'TSIffiIIBPRI8 JO .SIS 2SOWUOS5/5M,
CMRA'-TBEKSCCL POKER FOR !BJ 1GR POT ICOCW/VIAL
UVSTAT::." VAGI.VAL TABLET TAB if?,cco iu
CJISEflPJi'.'.'!!! WVS TAB TAB 558MG -
.•uinn-Aiiiiir icmx' ni?c TIOICTO Tin iCftiM.iCftiu' pits.i.^.'.\'<vi.(L :jv.vj ur.^t. ini.ujfc inu ..>w wl.J':u unj^

KKCCS S'JLPEATE l FOL1C ACI8 TAP. ff83«C.2SK
TSIAiROESE iCHGiTHIAZIDS 2SSC TAB 50IB I 2SBS
rriTp*' 'M'*!!1'1 Trtnint ijrp pAj V,rJ,l(!

SIT-WmAZOlJE 0.2? CREAX CM 0.2!,2"SR TUB
?IE?.!LE CAl'ZE IJ-TRECWTE8 PMAFIUE PA".1ET STERILE
KVKOCCSTIS"SE ACETATE IS SKIS ' C'T U,5 C". TUB
BE1.7.YL ^«?.OATE 25? EULSICS EK! 2SX,6"SL BTL
CHLOSIIEXI9IIIE 1.55 » CWISIDE I5« SOL I.5W5!, I LIT
nniirnrti'p mniiir Ift* Crt! Ifi? {.ftP'J[!; *t it-/i<L* numt i'**» J' '« iW.i* .'« ''/-o

i f f i u i t m m tiy^^pvyrp frfllin 1 Tip,rr* Tin «rrt'j *
A!:i!!:E!BXRHO!BAL OltaEliT "J!T 1"GR Tl'3
HV-jyCIKE-B-BUTYLBRSUIOE '.OK TAB TAS ICffi
ORAL ROYDRATATION SALTS FOR 1000CC PC» FOR 1 LITRE
CX7TETW.CVCLINE 11 EVE OIXTKECT OSI I?, 3.JSS TUB
731JTK18E KALEATE 0.125«G TABLETS TAH C.I2S8!
HiiiLiPuv" HIP HWIMI i"f 1'if;"'! '(I'1'f.i!ii.irti.ui.<ii <3nj;hb r. u t,.r.ii.-in i*..iu
iiiii 'ipuvi i irp innii" T*o IP^y,nV'iiiirilLutio IUUITJ I n ' !•..•«." %

EPissrmiss IKO/IHL ASP IWIK.
JIKES.IACTAIE ML OT .'Cflll

.

• Cost in
Pak i s t an i

• Rupees.

14790"
10-9.09
vv».0v

219.JO
299.09
2M.J8
I C f t t>£

2".6C'
5.20
4.32

91.47
108.00
50".00
394.- f?

59".?. 09
111 nn
IC .V.

1.10 nr.
MI. ^

O"! ^1

."5.49
30S. CO

1490.CO
- ~40?.CO

"99.88
1595.50
355/9
ISO.?"
47.4!)

^s pn
'2".M

122^.80
40". 0" •
144.W
c'5.?°
3l'.69
"O.1?"

102.6"
4 70. CO

f.2.7C
156.00

AC Cl
J....-1

111) 1C
I l i . i J

547.20
33!. 50
£5.00
1C IU
t.*.£U

147.08
3.50

35r."8

Cost
in

up tUS ]

f 0.49
3.39

22.03
?..2I
5.60
7.07
4.9°
n nov...»-

0.17
0.14
3.02
3.55

1C 1C
I ,•.'.>

12.5?
22?.57

f .54
3.59

32. '>"•
2-"5

IA rii
IV »V

...13!46.
2?. 58
<c on
^.'..Ji*

SO. 3?
5.30
1.55
4.12

!3."5
40.3?
13.19
1 1C

2.81
1. 3!
1.11
3.38

15.50
2.07

15.94
3.15
5.*!

IS. 05
!!."!
i «
i. E*

A 01

1 OC

8.12
11.17

11

BEST AVAILABLE COPY



n'anagesent Sciences for H e a l t h / PeshaKr
C l i n i c I n i t i a l Supply

« • • » * » • I T « l « l. Uu.». ji'ici Gener ic "ace

25.203
25.201
27.101
2?. 19!
2?. 20!
in ini
IU . JVI
10 I f t l

19 ill

15 '11

10 111tu.il.)
/>0- '11
10 ni
IS £11
•u.vll

T-. 521
;s. in
10 7pi
T. 1ft',
«..••/•/ J
11 111

2MJ3
2".'|i
2r".!26
29.U2
2M33
21.134
19.222

21.)! 2
!*.J22
:".602
29. SO)
29.604
29.6?5
31.225
31.31!
31.312
32.111
32.121
32.2!)!
32.205
32.312
52.321
32.! I I
:2.4:3
32.!!!

?2.!22

30
200
600

2
2
6

12
1
1

3
12
3
i
1
1
1
1
i
L

\
I
4

30
120

10
100
Irtft
KM'

5
5
2
t.
4
!
2
t.

2
I
t

1
2

24
i,
i
t
4
4

0(J
0

.'2.4:3

SODIUM CHLORIDE 0/«J SOLUTION
TATER FOR IWECTIOHS
RETINOL 50,000 IU
STETHOSCOPE
SPIIYGKOMANCXETER ADULT
BUCCA1, TKERXOKETE" F*C
BUCCAL THERKOXETER FtC '"
OTOSCOPE IITH DIAGONOSTIC HEAD
BULB FOR OTOSCOPE
BATTERIES FOR OTOSCOPE
TONGUE DEPRESSOR METAL
TONGUE DCPRESSOR'CHILD
XEASURIIffi TAPE 60CH
RIGHT SCALE AD'JLT, BATHROOM TYPE
SCALE IITH 5 TROUSERS INFANT
KAKKER REFLEX TESTING .
VASELINE ffliTE
SYKIBSE HYPO, LUER LOCK, CLASS 2CC
SYRINGE HYPO, LUER LOCK, GLASS JCC
SYRIflCE HYPO, LUIS LOCK,.GLASS iCl'C,
SYRINGE HYPO, 50CC, LU2R DISPOSABLE
SYRINGE HYPO LUER DISP.2CC.IITH NED
SYRINGE HYPO LUER DISP.SCC.HTH NEE
SYRINGE vm NEEDLE, IOCC.D1SPOSABL
NEEDLE, HYPO, LUER, DISPOSABLE 230
NEEDLE, HVPO, L'JER, DISPOSABLE 19G
BUTTERFLY NEEDLE SCALP VEIN 2JC
CANSULA INTRAVENOUS LUER 20C
TOURNIQUET LATEX SIKKJER FOR 1NPJSIO

• ARS CIRCIKFERENCE TAPE
BRUSH FOR SYRINGES
CUTTING PLIERS
SHEETING, PLASTIC.
AIRTAY Gl'EDEL RUBBER
AIR7AY GUE2EL RUBBER
SCALPEL BOLDER IK).3
BLADES FOR SCALPEL, NO.10
RAZOR SAFETY, ALL METAL
RAZOR BLAB DOUBLE EWE LOCAL.QUAL
OPERATING SCISSORS BLUNT/SHARP
XAYO DISSECTING-SCISSORS BtlRJT
ORfSSING FORCES, THUMB, BROAD
TISSUE FORCEPS, TOOTHED 2i3
HUNTER SPLINTER FORCEPS
FORCEPS IIALSTEAD KOS^ITO, STRAIGRT
FORCEPS IIALSTEAD XOSQU1TO, CURVED
FORCEPS HH«STHIC SUIT, STWIGHT
FORCEPS ASTATIC KELLY, CURVED

Counting Unit
Specifications

SOI. 0.915, IOOOMI.
AH? 6XL
TAB 50.000IU . -
PIECE
'PIECE'- • /
PIECE
PIECE
!SPARE BULB
PIECE-
D-TYPE, 1.5V
165!M
CHILD
TAP 60CH
140KG, 10CKG
SALTER TYPE 25KG

5COXC/JAR
GLASS SYRINGE'2CC
CLASS SYRINGE 5CC
GLASS. SYR I WE iCCC
5DCC
2CC.O.ICC GRADUATED
5'.:C,0.2CC GRADUATE
IOCC, .2CC GRADUATED
23G(or 24G) r 1.1/4'
19G(or 20G) i 1.5"
23G(or 22C
2Cfl(or 19G| r 1-5/8"
75CH r I.5CM
P1RCE

910 X I300X!(
ADULT SIZE 82W!
CHILD SIZE 67KX
IP.3
PACKET OF 100

PKT OF 5
STRAIGHT !CC«
CURVED I5CH
TIOT, BROAD 10CK
TOOTHED 2i3, 1I .5CM
AISLED 10.5CK
STRAIGHT I2.5CX
«'?.VFD !2.J!'«
ST1AIG1IT l"4f.K
CURVED 14ri{

Cost ir,
a l t i s tan i

Rupees.

690.00
110.00 .
252.00
240-.00
660.00
156.00
312.83
550.00
60.00
40.80
iS.OO

J C ftft
V'.VV

4.00
ic nn

ion (in

15.00
72.00
97.00

186.00
55.00
27.30
45.00

ion />ft
I ' lV.VU

23.50
49.50
49.58
17.50
81.25
17.00
I2.CC
16.09
15.00

150.00
40.10
40.00
32.00

!9i.01

I5.6ft
72. -S
60.00

ICO.f l f )
I90.CO

<rt <\ft
V't.W

40.00
2CD.C?
169.00

C««f
Udi

in
US t

22.76
3.63
8.31
7.92

21.77
5.15

10.29
18.14
1.98
1.35
1.58
1.19
0.13
2.47
9.23
0.49
2.37
3.20
6.13
1.81
0.92
1.48
5.94
0.75
1.63
1.63
0.58
2.65
0.56
0.40
0.53
0.4?
4.95
1.32
1.32
1.96
6.40
0.51
2.39
!.-?•
3.30
3.31
1.98
1.32
6.60
5.2°.

0.00

BEST AVAILABLE COPY



FA'JE NO.
P2/21/9J

Project
l ient i

f i c a l i j n
Njsbef.

32.151
32.61!
32.811
32."0!
33.11!
33.115
33.13!
33.132
33.134
33.135
33.135
33.13?
33.MI
33.142
33.152
33.171
33.173
33.18!
33. I93
33.31!
33.32!
33.33!
33.332
33.352
33.50!
33.503
33.603
33.604
35.113
36.114
35.124
37.122
37.212
•J f . l '6»

41.729
41.74!
95.501
99.12!
19.301
99.303

i Total

3

i

ToUl
'tater

Counting
it. :•« *
I'll I Vd

2*
ji
t
9
t'

1

2
2
4
2
1
1
2
2
4
2
t

2
1

2^0
24
30

9
6

18
2

3CO
30
3D
t

2
2
6
4
3
3

' 2
I
4

3,000
30

Mt

Hanj|e«nt Sciences for Heal th / Peshanr
Clinic I n i t i a l Supply

Generic Nase Counting Unit

FORCEPS SPOKCE HOLDING RAKPLEY 25CX '
FAMBEUF RETRACTORS SET OF TfO 28XI6XM, I5CM, SET
NEEDLE HOLDER COLLIER 12,5 CJ(
STAINLESS STEEL BOX 8'i3f 8"i3" ''
LISTER BANDAGE SCISSORS, ANGULAR ANGULAR ISCX
NAIL CUTTER

, FORCEPS m \ 6"SEEPf2.5"riDE
S«D BOIL STAINLESS STEEL 2.5'DIAXr2"DEEP
JAR DRESSING .IITH COVER STAINLESS 4'DIA)lr4'DEEP
CUP XEASURIHG IITH HANDLE STAINLESS IOOOCC, GRADUATED
FUNNEL STAINLESS STEEL KOUTH 3x4.5' HOUTH 3r4.5"--- --
KETAL BOIL LARGE 14"
KIDNEY TRAY XETAL
TRAY ALUKINIUH ORDINARY
DRESSING DRUM STAINLESS STEEL
PAIL IITH COVER PLASTIC
SOAP-BOX, 2-FIECE
STERILIZER INSTRUMENT IIIH COVER
PAKAFC8SALDEHYDE TABLETS
CRCPE BANDAGE ROLL"
CAKE 8AH5AGES 3"
ABSCRBANT GAUZE FOR COMPRESSES
COTTON IIYDROPHILIC ROLL
ADHESIVE TAPE 3"
NAILBRUSH FOR SURGEON, NYLON HAIR
KINI SOAP BAR
CLOVES RUBBER BY PAIR
CLOVES RUBBER BY PAIR
CATHETER URINARY FCLEY TYPE
SAC COLLECTOR URINARY f DRAINAGE
TUBE IMSO-CASTRIC
CATGUT CH50HIC 2/0,75CK,lTH NEEDLE

DIAK. 14'

8.5'x5'

95?65i3J»X, PLASTIC
STLSS I0"i5"i3.5"
TAB ICOCMG
4.5»ilOC»
ROLL, ONE DOZEN
20 YARD
ROLL 30CCKS
RCLI.

30 CHS BAR
SIZE 7, I PAI
•SIZE!,-! PAIR
I6CH, 30«L

SIZE 12
NEEDLE 3CKK.4/8.RND

SILK BRAIDED 3/0, 75CM, WH NEEDLE NEEDLE 23«X,3/8,CUT
»ASH BOTTLE,
GLYCEROl, SOLUTION
KETIIYLATED SPIRIT
RUCKSACK, NYLON
JGREEH BOOK"
PACKET FOR KEDICIHE
PAPER 'PADS BLANK (3X4")

,1 PC IHITE PLASTIC
SOL 200XL
SOL 200KL
PIECE
PIECE

Clii CM
PAD OF IOCPAGE

Cost in
akis tan i

R'jrees.

'94.00'" -
126.00
I4C.CC
8CO.CC

60.00
20.09

108.00
8?.00

120.00
95.00 •
25,00

32C.CO '
130.CO
128.00
470.90
180.00
12.00

175.75
240.00

• 211.20
480. OC
315.00
IC8.00
673.20

9.CO
585. OC
141.50
148.50
32.50
13.90
16.20
81.72
44.68

330.00
124.89
16. CO

I55.0C
140.00
228. CO
I50.CO

Cost
in

U S )

3.10
4.16
4.62

26.39
1.98
C.66
3.30
2.90
3.96
3.13

. 0.82
IC.55
4.29
4.22

15.50
5.94
0.40
5.80
7.92
6.97

15.83
IC.39
3.56

22.20
0.30

19.29
4.90
4.90
1.07
0.46
0.53
2.70
1.47

IC.88
4.12
0.53
4.95
4.62
7.52
4.95

t

35523.29 1171.61

BEST AVAILABLE COPY



FA3E !».
02/21,'??

8anaje«nt Sciences for Hea l th / Feshmr
Cl in ic Resuppl/

PfrfoCt
Idcnti-

t :•., :-..
t K3l IUII

n. -t...

1.202
" i .2&3

2.11!
1 HI
.• UI

2.123
2.141
2.142
3.CDI
3.'-)2
3. 003
5.C9I
6.151
5.201
6.310
6.311
5.312
5.313
f..3!5
6. MS
•i.120

•J2!
f.,'22
:>.,'24
6.325
6.3:3
5.321!
f.5')i
5.:C3
i inl
j . / ' / l

id in i ', * ,v:
I2.30I
L-.20!
IJ.2W
!3.2?i
13.371
!.U'?I
!.'."?!
IJ/f)
17.10!
;'..'",
17. '82
!*/>2'
•<i i«i.1.1 *»
2:.!>82
" " ! n !

2;.!"2
.'. !"i
15. 2":

Total
"•Jiber

Cc'jnting
Units

2
25

8,080

Generic Na;c

MDCCAIh'E TOPICAL GEL 2X
LIOOCAI.VE 11 SOLUTIOK •
ACETAXIWPHE!) 500.XC TABLETS

Count ing Unit
Specifications

GEL 2*, TUB I5GR
A8P IOW,
TAB 5998G

6,088 ACETYL SALICYLIC ACID 30C8G TABLETS TAB 30C8G
1,003

15
180

2,880
2

69
5

6CP
2,880

y
5,000

35
12

1 Oltil
I,0|//

31
to1-

n rr..

2-'1

3,913
7,0'1"

:'"
i *

V

I^A

* flrt."

1 1 flrtft

iO!*
12
!2
5"
35
!?.

" 1C
1

6,08-9
12

3CO
2'«
if.p.
n
!9

1,509
5

12

IHDOXETIIACIH 25XG TABLET
FENTAZOCIKE 30XG/8L SOLUTION
PE!JTAZOC!KE 2580 TABLETS
CKLORr!!Ef,'!RA8INF 8ALEATE 483 I
PR08ETHAZIKE 258G/8L SOLUTION
PROXRTIIAZINE HCL 258G TABLETS '
D1AZEPA8 58G/ML SOLUTION
KEBEIiOAZCLE 1008G TABLET
XETROIUDAZOLE 2008G TABLET
AHPICILLIN SUSFEKSIGN I25MG/5XL
A8PICILLIN 2508G CAPSULES
A8PICILLIK 508X3 POUDER FOR IN'JECT.
BEUZATIIIME BENZYL PENICILLIKE 1.2
F!!EraY8ETIIYL P E N I C I L L I N 2588C
PEOCAIUE PEHICII.ll,1.1 FCSTIFIEO
ritiniujniipuipni i^cuf /cmv lit. 'nnni iiDni1."!, ltjn'j/.>nb

CI'WrASrilEHICOL 25081,;" CAPSULES
FRYTIIRfSYCIB 2508C TABLETS
TETRACYaiHS HCL 25080 CAPSULES
SVLFASETIIOXAZOL 4COlTr.lXETIIOPRIX 80
Sl'LFAVETiraAZOL 200tTR!8ETHOPR!8 40
CHLORA8PHEHICOL POIDER FOR INJ 1CR
Ni'STATISE VAGIKAL TABLET
GRISEOFUL'/IN 5C083 TAB
CHLOROQUIUE 150KG BASE TABLETS
FERROUS SULPHATE » FOLIC ACID
TRIA8IEREBE 508GfTH!AZIOE 258G
fESTIAS VICLET.TCPICAL USE
NITROFURAZCKE 0.2? CREA8
STERILE GAUZE IKPREGHATED FARAFINE
HYCRCCORflSODE ACETATE IX SKIN
8E,'!.'YL BdiZOATE 25S E8ULSICN
CHLORIIEXIDIKE 1.5X f CETRI8I8E I5X
FOVIDOl'E- IODINE IflX
ALU8IKIUK HYOROXYDE (COUP.) TABLET
A!!TH!E8Qj!6IK)!DAI. OINT8EIJT
IIYCSCIliE-N-BUTYI.BROKIDE I08G TAB
CF.AL RKHYDP.ATATICI! SALTS FOR I080CC
CXYTKTRACYCLINE IS EYE OIOTXEHT
ERC08ETRIHE 8ALEATE O.I258C TABLETS
AKISOPIIYILIIIE 25JK/8L
A8IIIOPHYLLIKE I008G
EP!!.'EFHRII!E 18G/18L
RIKER LACTATE

TAB 2583
AKP 3083 I 18L
TAB 25«G
TAB48G
A8P 5CXG x 2BL
TAB 25X3
AXP IOXG/28L
TAB,IC88G
TAB 20C8G
PCI1258G"- /
CAP 25CIIC
FOI 58083/VIAL
MI 1.2SIU/VJAL .
TAB 25?8C
POT 3008GI50XG/VIAL
BOT 12585/81,
CAP 2M»J
TAG 25083
CAP 250!!G
TAB 400!1'3l80:tt
SYR 2flO»!l40*V58l,
POI 1908HC/VIAL
TAB 109,900 10 '
TAB 580KG
TAB 250SGS150SJ BASE
TAB COO. 2588
fAB JCffi » 2S8G
POJ 25CIIS
CR8 0.2S,23CR TUB
PACKET STERILE
OHT IS, 5 CR TUB
m 25^,6081 BTL
SOL !.5X»ISS, 1 LIT
SOL 105, 500XL
TAB 4008G
08T IOGR TUB
TAB IC8G
POI FOR 1 LITRE
08T 1?, 3.58G TUB
TAB ft. 12580
ASP 25JK/IO., 108!,
TAB 100HG
,im (»,' /l i» *
r..tf 1 i'J/ ini.
rnf /.nun C A O I Mw'vl, •-•'r.i Wir.ii

Cost in
Pakistani

Rupees.

14.90
109.09
563.09
249.CO
209.00
214.38
159.96
29.59

5.20
4.32

91.47
-- 108.09

583.80 "
384.60

5980.00
171.80
108.96
994.50
35.40

305.00
li'9!>.C?
40R.00
980.80

T15.CO
395.89
169.80
47.40

125.00
429.09

!224.09
400. Of
144.08
85.83
39.69
90.99

102.65
478.99

• 62.70
455.99
15.64

171.25
547.29
3)4.50
6e./'9
26.26

I47.09
3.50

357.08

Cost
in

U S *

0.49
3.30

22.03
8.2!
5.60
7.07

1 4.98
0.9?
O. I7
O . I 4
3.02
3.56

16.75.
12.68

227.57
5.64
3.59

32.80
2.85

10.09
41.14
13.46
29.68
65.80
10.09

5.30
1.56
4 .12

13.85
J0.37
13.19

4.75
2.81
1.31
2.97
3.38

15.59
2.07

15.94
3,15
5.91

W.OS
11.03
2.14
0.37
4.35
0.12

11.7?

BEST AVAILABLE COPY



FACE NO.
02/21/04

P. «••*»»1 lOu'j.l

f ic t ion
Sj:kT.

26.203
25.204
2". 101
2'.3i|
IS. -12
2?. 413
28.703
:M2')
I1. 132
23.133
2?.^

21.222
•n in
i.'.AtT

20.312
M.322
32.12!
32.205
33. rj
33. 311
3'.321
33.33!
33.332
33.352
33.501
3-.5M
33/.03
33.604
3S. 1 13
35.114
35.124
37.122
3f.2!2
i!.?29
".741
O9.:2l
91 JO!
Of. 353

2

Total
nSSvcT

Cowling
Units

30
2*0
6C9

6
3

ji
3
*

30
120
!0

100
100

5
5
1

24
2!?

" 24
3(!

2
(.
!'
2

359
38
30
i
2
1
6
1
T

3
<
4

3,000
30

XaiiageKnt Sciences for Health / Ftshaiar
Clinic Resspply

Ctneric t>'au

•

SODIUK CHLORIDE 0.QX SOLUTION
IATER FOR INJECTIONS
RETINCL 50,080 IU -

Cosntini Unit
Specifjcatj.oiis

.«

SCJ, 0.$?!, 100GXL
A K F S X L
TAB'.50,OOOIU

BKCAL TKERHOKETER F»C ., PIECE
BULB FOR OTOSCOPE
BATTERIES FOR OTOSCOPE
VASELINE WITE
SYRINGE HYPO, 50CC, LUER DISPOSABLE
SYRINGE HYPO LUER OISP.2CC.IITH NED
SYRINGE HYPO LUER BISP.5CC,I!TK NEE
SYRINGE WTH NEEDLE, I8CC.DISPOSABL
KEEDLE, HYPO, ll'ER, DISPOSABLE 23G
NEEDLE, HYPO, LUER, DISPOSABLE 19G
BUTTERFLY NEEDLE SCALP VEIN 23G
CAHNULA INTRAVENOUS LUER 20G
BLADES FOR SCALPEL, NO. 10
RAZOR BLAD DOUBLE EKE LOCAL.Q'JAL
PARAFCRXAL8EHYBE TABLETS
CREPE BANDAGE ROLL
GAUZE BANDAGES 3"
APSORBANT GAUZE FOR COMPRESSES
COTTON HYBROPHILIC ROLL
ADHESIVE' TAPE 3"
NAiLRRUSH FOR SURGEON, NYLON KAIP.
KIN! SOAP BAR
CLOVES RUBBER BY PAIR
GLOVES RUBBER BY PAIR
CATHETER U R I N A R Y FOLEY TYPE
BAG COLLECTOR URINARY f DRAINAGE
TUBE NASO-GASTRIQ
CATGUT CHROMIC 2/0,75CH,TTH NEEDLE
SILK BRAIDED 3/0, 75CS, ITU NEEDLE
GLYCEROL.SOLUTIC!)
HETHYLATED SPIRIT
"GREEN BOCK"
PACKET FOR KED1C1NE
PAPER PADS BLANK (3X4")

PIECE
D'-TYPE, 1.5V
5COJJG/JAR
5CfC
2CC.O. ICC GRADUATED
5CC.0.2CC GRADUATE
10CC, .2CC-CRADUATED
23C(or 24G| i 1.1/4"
I9G(cr 20C) r 1.5"
23C(or 22G
20G(or 190) I 1-5/8"
PACKET OF ICO
PKT OF 5
TAR 1830KG
4.5niiO:'X
ROLL, ONE DOZEN
20 YARD
ROLL 300KS
ROLL
Op«j1 Cru

30 CHS BAR
SIZE 7, I PAI
SIZE 8, I PAIR
16CII, 30KL

SIZE 12
NEEDLE 30Mf,4/8,RND
NEEDLE 28KH,3/8,CUT
SOL 230X1
SOL 200ML
PIECE

CKl CK
PAD OF IOOPACE

Cost in
Pakistani

Rtf t j j .
•

608.00 -
IIO.no
252.00
156.00
68.08
40.80
72.00
27. SO
45.08

188.80
23.83
40.50
40.50
17.50
81.25

194 .fi8
72.48

240.00
211.20

. 4?0.00
315.00
108.00
673.20

^ PO

585.00
148.50
148.50
32.50
13.90
16.20
81.72
44.53

124.80
15.00

- -140.00
228.00
150.80

i

' I

Cost
in

US !

,

22.76
3.63
8.31
5.15
1.93
1.35
2.37
0.02
1.48
5.04
0.75
1.63
1.53
0.58
2.63
6.40
2.39
7.92
6.97

15.83
10.39

3.56
22.20

0.30
19.29
4.90
4.00
1.07
0.46
0.53
"0
1.47
4.12
0.53 - -
4.62
7.52
4.95

"'- Ta'.a! *'•'
27863.94 919.00

BEST AVAILABLE COPY



PA:-'! IS. i XiniieMit Sciencei for Reilth / Ptshmr .
S2/2!,")4 . Sull Hospitil Inititi Supply

P.-ohct
Idcnti-

f i r s t ioa
Naiter.

!.!OI
1.202
1:203
2.11!
2.12!
2.123
2.14!
2.142
3.90!
3.CC2
3.003
5.001
5.002
5.C07
6.10!
5.20!
5.310
6.311
S.3I2
6.3!3
6.315
5.316
6.320
6.32!
6.322
5.324
5.326
5.32?
c \inj . J * j

5.;?!
6.503
5.7?!

iC . IO!
12. 2'.'2
I2JC!
!2.305
'.I.'-"
'.;.iy>
!?.2?3
13.201
13.3';!
13.60!
!5.C!;1
!5.f3
IJ.C8I
:5.C"2
\1.'S\
I ' . i f i j

Total
ftnier

Counting
Units

40
2

109
15.COO
12,390
2,000

60
WO

4,039
19
80

ICO
t rftrt
I j V V V

I, CCO
1,033
4,003

60
8,000

150
u

3,500
50
36

4,000
500

3,000
10,000

120
30

12?
230

1/00
21,033

200
'CO
100
fi
24
2!

• JM

69
35
20
2

24
! 29

!2,C03
24

Generic Kite

•

^

KETAXINE 50XG/XL SOLUTION
LIDOCAINE TOPICAL GEL 2*
LICOCAINE 2X SOLUTION
ACETAKINCPHEN 500K3 TABLETS

Count in j Unit
Specificitions

• '.

VIAL 250KG I SHL "
GEL 2*, Tl'S S5GR
AXP lOXL
TAB 500NG "

ACETYL SALICYLIC ACID 300XG TABLETS TAB 300XC
,'KDOXETHACIK 25HG TABLET
PENTAZOCINE 30XG/XL SOLUTION
FENTAZCCINE 25K5 TABLETS
CHLORFHEHIRAXINE XALEATE 4X5
FRCXETHAZINE 25XG/XL SOLUTION
PRCKETHAZINE HCL 25X0 TABLETS
DIAZEPAX 5XG/XL SOLUTION
FHENOBASBITAL 30XG TABLET
DIAZEPAX 5XG TABLETS
XEBENOAZOLE IflOSG TABLET
HETRCNIDAZOLE 200XC TABLET
AHPICILLIN SUSPENSION I25KC/5XL
AXPICILLIN 250XG CAPSULES
ASfPICILLIN 500X0 POTOER FOX INJECT.
BENZATHINE BENZYL PEXICILLINE I. 2
PHEKDnffiTHYL PENICILLIN 250XC
FROCAINE PENICILLIN FORTIFIED
CIILORAKPIIENICOL I25KC/5XL [
CKLOW.KPKENICOI. 250XG CAPSULES
ERYTIWCIN 250KG TABLETS '-
TETRACYCLIIIE HCL 250X8 CAPSULES
SULFASETHOXAZOL 400ITRIXETHOPRIX 80

TAB 25XG
AXP 3CXG i IKL
TAB25XG
TAB 4XG •
AS? 50XG I 2XL
TAB 25«
AXP 1CHG/2XL
TAB 30XG
TAB 5X3
TAB IOOMG
TAB 200XG
POI 125XG
CAP 2JOXG
POI 500XG/VIAL
POI I .2XIU/VIAL
TAB 250XC
POI 300KGt60Xa/''IAL
BOT I25XC/XL
CAP 25CXG
TAB 250XG
CAP 250KG
TAB 400XCf80«G> — -r

SULFAIOTXAZOL 200fTRIKETHOPRI)( 40.~SYR 200XGMCXG75XL "
CHLORAXPHEHICCL TOTOER FOX INJ IGR-
NYSTATIKE VAGINAL TABLET
GRISEOFULVIN 50CUC TAB . ' V
CKLOP.OQU1NE I50XG BASE TABLETS
FERROUS SULPHATE t FOLIC ACID
PROFRAIIOLOL 40HG TABLETS
TRIAHTEREN'E 5flffG»TIIIAZ!OE 25XG
NITROGLYCERINE 5VO TABLET
DICOXIH 0.25!-?} TABLETS
TITIAN VI*II;T,TOPICAL USE
NITRCrURAZONE 0.2»- CREAM
STCRILK GAUZI; ISPRECSATRD PARAFIKF-
ir/DSOCORTISC!.'E A'JETATE IX SKIN
F-EIIZVL BEUZOATF, 25S EKULSICK
CBLCPJIEXIDIBE 1. 5? \ CETRIXICE I5X
POVIPOl'E-IOCIKE m
PJROSEHIDE IOXO/KL IHJECTASLE
rjROSEK.'OE <0«G TABLETS
ALl'KINIUH H'/DROXYCE (!W. ) TABLET
ANT!I!EHORRHO!DAL Olinffi'lT

•porioooie/viAL:<

TAB 100,000 IU
TAB 500XG
TAB 250X3:150% BASE
TAB 59XCf0.25XG
TAB 40XG
TAB 50ft » 25KG
TAB 5X3
TAB 0.25SG
POT 25CVS
CRI? 0.2J.2SGR TUB
PACKET STERILE
CUT IX, 5 CR TUB
EKN 25S.60XL 8TL '
SOL 1.5SM5S, 1 LIT
SOL 108, 5POKL
AS? 20«G X 2«L
TAP- 40,'S
TAP- lOOffi
OHT 10CR TUB

Cost in
Fikistini

Rapes.

1

25I6.SO
14.90

' 400.36
1335.00
493.00

• 400.00
857.52
603.84

59.20
25.00
4.32

1829.40
170.00
30.00

180.00
1015.00
769.20

9200.00
855.00
217.92

1989.00
172.80
612.09

2980.00
850.00

2100.00
v 2859.03

f '512.00' •'-
402.00
94.80

250.00
840.00

2148.00
71.40

890.9-9
7.. 1 2
I.I?

2*3.00
'170.15

1 93. no
139.00
205.20
940.09
125.40
53.57
5t."ft

912.09
101.2?

Cost
in

U S )

• 82.98
0.49

. 13.20
44.06
IM2
',3.19
28.28
19.92
1.95
0.85
0.14

60.34
5.61
0.99
5.94

33.51
25.37

303.43
28.20
7.19

65.60
5.70

20.18
98.25
2UJ

-79.16
- 94.00
." : 20.18

'13.26
3.13
8.25

27.70
80.74

2.35
26.39
0.23
0.39
9.50
5.5!
6.?'
5.91
5.77

31.90
4.H
1.77
1 • IV

30.08
6.3!

BEST AVAILABLE COPY



Xanageient Sciences for Health / Peshe;ar
Ssall Hospital Initial Supply

r:.''i;U
I ' .a t i -

?::jtic3
to.

!?.4«l
r.4o.
'!'!'.!
17.621
'.Mf!
!3.IC«
I8.IC7
21.10!
22. Ml
22.002
1C IAI
... . IV 1

1C IA1
4... IVi

25.!*'
if. "Hi
toV'.&l.l

1', 1f«i

25.11;
25.ICJ
:$.2!5
,'".2'!7
1* i n *. < . i 1 •
13 I l i l
. J . J i
if '11

11 Jil l

I1.3C!
10 I ' l

I'.'ji

.a|.'l.'

' ( • C M•w . ,' i :
1C t i l

r.5!?
:».sr
•9 C ) 1

r,.?.;2
1C '.11

10 <11

:.'.;•)'
2(<.7!M
.'.!!.•>'» M I
r.!'{v« 1 1 '.
'.'.T.
2V.3)
2\ j i .
1 1 >ii

"."• .'!.

Tots!
Basic r

!'C"tiii|

"sits

30
380
£0

500
508
1 20
50

380
I80
205
30

J.IOO
38
1 2
11
At

60
4'.'0

2
30

1,230
:
i
6

12
2
c

11
AT

1
1

t

1

5
;

1
t ,

\

I
1

V

5
!1
5
6

* S^

' ^n
59

K:
|f

Generic "ace Counting Un i t
Specif icitioas

UVflCPIMC II QilTVf D^nuinp IrtV'Uf CAT Il*n if1'** v ^Ufni^jtlilu'n'D'Jt ILDr.vniub tvn'j/PL out* Ani lOrt-j I inU

'KYOSCIKE-S-BUTYLBROKIBE 1CSG TAB TAB ICKC
ATROPIBE SULPHATE 1KC/XL SOLUTION AX? IKG I IXL

;8ISA!X!DYL SXS TABLET ' TAB 5M3
ORAL REHYORATATICN SALTS FOR 1888CC MI FOR 1 LITRE
PRCDKISSLOI.T. 5KG TABLETS TAR 5MG
DESOCESTRELlETIIIHYLESTRADIOL TAB 28 PER PACK
DEXAXETHASONE 4XG/KL SOLUTION AXP 4MO/XL
CXYTETRACYCLIBE 15 EYE OINTHEOT OKT 1*, 3.5X0 TUB
ERGOXETRINE MLEATE 0.2XC/XL AKP 0.2XG i IXL
ERC8XETRINE XALEATE O.I25XG TABLETS TAB O.I25XC
AX1NOPKYLLINE 25XS/KL ASP 25MG/XL, 10XL
ASIKOPHYLLINE IO?!«G TAB IOOXG
fPKEPHSHIE IXG/IXL AXP 1K&/IKL
DEXTROSE 255 SOL 25S, 20VL
SIIKER LACTATE • SOL COXP SOOK.
SOBIU5I CHLORIDE 8.95 SeLUTIC!,1 SOL 0.«, I030XL
TATER FOR INJECTIONS AXP 6X1.
CEXTRAU 70, 65 »/V 111 IWRKAL SALINE SOL SOflSL
rBXTKOSr 5S IB SALINE 0.455 I'OT IOMKL
RETIKQI. .'0,003 IU TAB 50,00810
STCTIHS-OPE PIECE
SPIIYGXOIKWKETKR AGULT PIF.I'E
B'J'XAL TIIERSOKETER FtC PIECE
BKCAL THSRKOKETER FlC ' PIECE'
OTOSCOPE TITII BIACOBOSTIC !!EA3 ISP.'.RE El'LB
EJLB FOR OTOSCOPE PIECE
8ATTERIES FOR OTOSCOPE D-TYPE, 1.5V
SPFCULl'M VAGINAL GRAVES, SSALL SHALL SIZE
JPFCIW VAl'NAl CRAVES, XEB.'UH KEDIUK SIZE
SPECULU1-' VAGINAL CRAVES, LARGE LARGE SIZE
TCKO'JE BITRCSSOR VETAL ISf-'-K
TOJK'JE DEPRESSOR CHILD CHILD
.'SASORIKG TAPE 63CK TAP 6CCH
WICHT SCALE ADULT, 8ATIIROCK TYPE I40XG, I08SC
S^E IIT'1 5 TROUSERS INFANT f ALTER TYPF 25KG
!IWS r.Cf!.EX TESTIIW
VASn.I'i'E ?!"TF 5C"H3/JA"
svr.::."j!: i«;ro, I/ISR LICK, cuss ;cc GLASS SVPIIWE 2cc
SVRIKE Ill-re, LTO LOCK, GLASS 5',T GLASS SYlillWE 5CC
SYRIKE HYPO, LUER LOCK, GLASS 10CC GLASS S'/RINGE I0r
Si'SIBGE II7FO, 50CC, LUER OISPOWPLE 50.T
SYRIIKE HYPO !W. DISP.jn'.SiTH NZD JCC.O.ICC GRADUATED
EVINCE HYPO L"L'R DISP.5!'0,T!TH NEE 5CC,0.2'1C CRAOUATi:
SVRIIBE niTH lEEBLE.IOK.BISFCSABL !"CC, .2-"" GWDUATEe
liEF.DLS, IIYFO, !.!!ER, BIJPflSAPIF. 2)5 23G{or 24G}.x l . l / l"
!!EECLE, HYfO, L'JER, DISPOSABLE TO l*I(or W\ i I.J'
BliTlERFLY NEEDLE SCALP V E I N 23f, 2)G{or 22G

Cost in
ikis tani
Rupees.

44.80
171.25
5 n 2 0
11.88

1140.85
118.83

3240.03
312.74
.•J59.CO
214.88
138.83

78.71
294.08

21.08
24.CO

714.88
1330.00
220.00
n.oo
57C.no
50i.08
4*0.10

iw.os
156.88
312.03

I!n?.?n
12". C*>
3!.S?
f.f.CS
42.88
ic nn

16.CS
11 HA
1 1, . -t •

8.80
75.83

2R8.01!
1W

l".no
,11 «A

275.0C
41.71

$V..Pr

6^5. "0
I I 5 . C O
i;o CA

110 Cil

)5. f/.

Cost
in

US }

1.48
5.11
!.?J
8.55

37.61
3.63

186.86
10.31
22.06
7.86
4.29
2.60
9.70
O.f.9
0.79

23.55
45.51

7.26
6.27

'P...'/)
IS.62
I5.8J
*'.54
5.15

•».21
36.28

1 15
2.6"
1.1°
l.'l
|tl!J

3.17
i ^1
A 1C
j. it>

2.47
1.2)
0/-1
4.7.e

0 ftrt

I f . 34
".f7
l.).°.

22.25
22.25
.l.1"
• .''•}
4/0
1.15

BEST AVAILABLE COPY



r i T i-p "353geseat Science; for H e a l t h / Peshaiar
5»" llo.-pital Ini t i i ! Supply

Ceneric-l.'jRC Counting Uni t
Specificities

2*.322
1ft Mi» '•./ *

:?.e?3
29. 5AJ
21.51-5
31.22.'
31.311
31. 312
32.111
32.112
32.12!
32.12'
32.2'il
32.2*5
32.215
32.312
32.314
32.321
32.322
32.4;:
32.412
32.il3
32.414
32.il?
32.42!
32. "2
32.J23
22.424
51 «ii
32.4.el
.12/1'!
32.511
32.S23
'2 6u8
11 iiii.. ii:
11 inlL,n\
11 01'
.'..ui .

32. '-12
32.822
31.S2*
32.99:
32.̂ 2
33.111
33.115
,'3.!3!
3.'. 132
.'3.133
n. Ml

15
6
2 '
8
1
4
i
2
?
1
I
1
2

24
I
6
1
6
1
5
1
6
1
3
12
18
?
18
4
3
6
6
1

2',
6
2
6
1
|
i

10
I
3
3
3
5
5
3

CANNULA INTRAVENOUS LUER 20G 2QG(or I9C) x 1-5/8"
TOURNIQUET LATEX RUBBER FOR INFOS 10 75CX r I.5CX
ARM CIRCIXFERENCE TAPE PIRCE
GRU.SH FOR SYRINGES
CUTTING PLIERS
SHEETING, PLASTIC. 910 X 1300XX
A1RIAY GUEDEL RUBBER ADULT SIZE 82NX
AIRfAY GUEDEL RUBBER CHILD SIZE 67X!,'
SCALPEL HOLDER S0.3 N0.3
SCALPEL HANDLE NR 4
BLADES FOR SCALPEL, NO. 10 PACKET OF 109
BLADES FOR SCALPEL N--29, PACKET PACKET CF 109
RAZOR SAFETY, ALL XETAL
RAZOR BI.AD DOUBLE EDGE LCCAL.QUAL PKT OF 5
PLASTER SHEARS PIESE
OPERATING SCISSORS BLUNT/SHARP STRAIGHT ICCX
OPERATING SCISSORS BlUXT/BLUNT STRAIGHT I4..5CX "
KAYO DISSECTING SCISSORS BLUNT CURVED 15CX
KAYO DISSECTING SCISSORS BLUNT STRAIGHT, I5CK
DRESSING FORCEPS, TKUKB, BROAD THUMB, BROAD ICCK
DRESSING FORCEPS, THUMB, BXOAD THUMB, BROAD I6CX
TISSUE FORCEPS, TOOTHED 2i3 TOOTHED 2i3, 1I.5CX
TISSUE FORCEPS, TOOTHED 2i3, I8CX TOOTHED 2i3, I8CX
HUNTER SPLINTER FORCEPS ANGLED I0.5CX
FORCEPS HALSTEAD MOSQUITO, STRAIGHT STRAIGHT 12. 501
FORCEPS HALSTEAD KOSQU1TO, CURVED CURVED I2.5CK
FOTS IIEVOSTATIC KELLY, STRAIGHT STRAIGHT 140!
FORCEPS HE'«STAT!C KELLY, CURVED CURVED I4CX
FORCEPS HEMOSTATIC XOCHER, STRAIGHT STRAIGHT I4CX
FORCEPS SPONGE HOLDING RAKPLEY 25CX
TOTEL CLOTS BACKAUS Ur1,'
FARABEUF RETRACTORS SET OF TK 28X15.̂ , I5CS, SET
RETRACTOR DEAVER, 23CX I 25BX 23CX LONC,25HX BROAD
RETRACTOR SENN-NUELLER, ̂ DOUBLE END PLUI.T, 3 PRONG, I6CX
PSOBS DOUBLE ENDED DiAXETRE 2SX
XAYO'S FORC5PS HOLDER ' 14C«
NEEDLE FOLDER COLLIER 12,5 CX
NEEDLE HOLDER «AYO-I!EGAR 29CX • STRAIGHT 2CCK
SET OF STRAIGHT NEEDLES, CUTTING SET OF SIX,
SET CF CURVED NEEDLES, CUTTING SET OF SIX
STAINLESS STCEL BOX 8'i3.'. 3"i3"
STAINLESS'STEEL BOX 14' LONG
LISTEX BAN3AGE SCISSORS, A1KULAR ANGULAR I8CX
NAIL CUTTER
FORCEPS JA?. 6'DEEP'2.5"»IDE
ROUND BC»L STAINLESS STEEL 2.5'OIA8r21D£EP
SPONGE 80S. STAINLESS STEEL S"D!A!-'?2"DEF.P
;A; CRESsiiic, XITII COVER STAINLESS i"D!At:r4'OEEP

243.75
51.00
I2.CO
32.00
15.09
350.00
49.90
40.00
56.C9
8.90

194.95
185.00
15.69
72.48
45.00
90.CO
18.00
159.00
25.00
150.00
15.09
"9. 00
22.C"!
69.00
399.C9
369.C9
2JO.CO
540.00
126.99
141.00
\v\. "9
181.09
111.0?
90.90
69.CO
ifl.OC
210.00
4C.50
15.99
15.CC

1009.00
225.99
Jfl.03
39.00
U". «i
t ̂ i flrt

•lilfl Cp

ton Aft
I'Jtf.Vi

8.94
1.68
9.49
1.96
9.49
9.89
1.32
1.32
1.85
9.26
6.40
6.19
9.51
2.39
I.4J
2.97
0.59
4.95
0.82
4.95
0.49
2.97
9.73
1.98
9.89
11.87
7.12
I7.*l
4. IS
4. 55
S.J<
6.23
3.65
2.97
1.98
1.32
5.93
1.34

• 9.49
9.41
32.93
7.42
2.17
0.19
*.?.'
4.15
'• 1?
5.9'-

BEST AVAILABLE COPY

Z'r?



ri.-c if iir.t M . 4
Cj(t i i •'

Sciences for Ht i l th / Peshiur
IJospitil I n i t i a l Supply

Generic
I.*...*:Ijtt ' . l

!
ii... i... I!.;**
Mj-^Cl. V. l l .O

l i iui ?wa *-» •£( jii£

33.!3"
3J.:i:
33.142
33.152
•-3.17!
33.173
33.^1
33. TI
33.!'3
33.212
33.31!
33.32!
33.33!
33.332
33.34!
33.352
'3 50!
33.513
53.513

36.113
35.1H
36.115
35.12!

\(.'3.

\e v)>
•*• ** >

37.212
'7.215
V J . ' . I I

31.12!
3152!

r.6i:
< • ,-v>

7
5

!0
6
5
2
2

SCO
150

40
40
40
30
10

£00
51
51

3
7

10
ICO

3
6
6
2
I
2
3

20
20
10
15
10

SETAL BOIL LARGE !4'
KIDNEY TRAY KETAL
TRAY ALUXINIUX ORDINARY
DRESSING DRUX STAINLESS STEEL
PAIL IITH COVER PLASTIC
SOAP-BOX, 2-PIECE
STERILIZER INSTRUXENT IITH COVER
PRESSURE COCKER, 10LIT
PARAFflRXALDEHYCE TABLETS
PLASTER OF PARIS,I5CX ROLL
CREPE BANDAGE ROLL
GAUZE BANDAGES 3"
ABSORBAHT GAUZE FOR COMPRESSES
COTTON HYBRCPKII.IC ROLL
TRIANGULAR BANDAGE
ADHESIVE TAPE 3'
NAILBRUSH FOR SURGEON, NYLON HAIR
KIN! SOAP BAR
CLOVES Rl'SSER BY PAIR
CLOVES RUBBER BY FAIR
CATHETER US1HARY FOLEY TYPE
CATHETER URINARY FOLEY TYPE
SAG COLLECTOR URINARY I DRAINAGE
CONDOMS STERILE
TUBE NASWASTRIC
TUBE NASO-GASTR1C
TUBE NASO-CASTRIC
TUBE RECTAL ONE-EYE FUNNEL-END
E»!A CAN
URINAL
STCOL POT
PENCROSE DRAIN !" DIAXETER
CATGUT CHRCKIC 2/0,75CX,nH NEEDLE
CATGUT CKROKE !, 75CK IITK NEEDLE
SILK BRAIDED 3/0, 7501, US NEECLE
SILK REEL I
AKPUTATION SAI SATTERLEE, 3ICX
BONE FILE 2C!1!!
RASPATORY FARABOEUF, CVD, I5CH
LAIICE-liOLZXANN P.%'E LEVER 27CX
FERGUSON SOME HOLDING FORCEPS
FORCEPS BONE f.CNGEUR JANSSENS 18CK
LISTCN BCNS CUTTING FORCEPS CUT/ED
»ASi! BOTTLE,
GWCERCL.JCL'.llOa
f f iTBVLATEO Sr iRIT

Counting Uni t
Specificities

1 ICOOCC, GRADUATED
1 SOUTH 3i4.5"

8IAK.I4'
8l/ri4f

M'rlO.S'xl"
S.5'16'
I3'il3'
95i65i35l«, PLASTIC
STLSS I0'l5'i3.5f

ICLIT
TAB SOOOXG
ROLL I5CK
4.5XIIOCX
ROLL, ONE DOZEN
20 YARD
ROLL 300CXS
100CX SIDES.
ROLL
8CSI2.5CK
30 GXS BAR
SIZE 7, 1 PA!
SIZE a, i PAIR
I2CH.30XL
I6CH, 3CXL

P K T 4
SIZE 8
SIZE 18
SIZE 12
24FR 500XX RBR
PIECE
PIECE
PIECE
1" DIAXETER

NEEDLE 30XX,4/8,RND
NDL 4CXX.4/8 CVD.RNP
NEEDLE 28XX,3/S,CliT

3ICX
2CCX
CURVED I5CX

2ICX
I8CX
CURVED, ra
! PC THITE PLASTIC
fOL 20!"JL
SOI. 2Cfl!!L

Cost in
Pakist ini

R<i;c(5.

IW.09
.25.«
540.ft3
!55.?C
192.CC

23."). 0?
.«O.CO
35.00

351.50
510.00
651.00

2727.09
1267.20
1535.00
MCO.OO
720.C!)
I84.CO

II22 .CO
45.80

1170.00
247.50
247.50
43.75

ID.75
81.59

I85.00
17.40
4?. 50
48.5?
20. Oft
60.00
40.CO
M nn.vv

I040.cn
272.iO
136.20
167.55
106/1
200.0H
200.0P
55.00
53.CC

155.00
423.10
1511?
M"i.w
241.50
48.M

Cost
in

U S )

5.27
0.32

2 I . I !
I5.0I
5.33

7?.5l
I7.8I
I .W

I I . 59
19.45
19.7'
89.94
41.79
50.65
46.17
23.75

5.07
37.01

!.48
38.59
8.15
8.16
1.51
3.75
2.21
6.IO
0.57
1. 60
!.59
D.£5
I.98
I.32
1. 98

34.30
8.18
4.H
5,53
3,50
6.60
6.60
1.31
1.75
5.44

13.95
4. If

21.77
?.2)
1.5?.

BEST AVAILABLE COPY



ri.-~ u\l>. .. " J. Xanaftient Sciences for Health / Ptshaiar
Stall Hospital Initial Supply

Trill Ctutric

.1 : .. |
j. uil *

I'aits

Anting Uni t
Specif icat ions

Cost in
Pakistani

Riifccs.
in

US }

*5.50I I RUCKSACK, KYLON
».\\:\ 6 'GSEEU BOOK"
Ti.JCI 6,{«3 PACKET FCR KE^ICINS
^.rj 60 PAPER PADS BLASiX (JXi")

» T f * l 1*4
Iv lCI * '*

PIECE
PIECE
CKi CI-!

PAD OF ICOFAGE

I50.C3
2IO.CC
156.!)?
3CO.SO

280I?..03

4.95
6.93
15.04
9.89

BEST AVAILABLE COPY

361.



PACE !».
82/21/34

r . T !.. - i

!d;sti
• • .attvu

it jSi'i i .

!.!9I
I *A>
1.. A

;.2fl3
2.11!
2.121
•> |V,

1 l i t

2.142
3. SO!'
1 onij«* •

3.C03
s.:oi
c nrv"
.'• 'V*

5.C-I
5. ,v 1:..;?;
3. 3 1C
6.3!!
x3!I
5.,'!.'
S..M<
i.3'.

C !11
'-... I >

6.32!
5.32!
£ 111&..';•

•'• 3'
5.32°
£..'2'
S.."!l
f . f03
6.VM

!fi.n;
12.202
!2.39!
12 3!H
12. 4"!
13.201
1J.29J
M 1^1iJ.i.'T!

13 JO!
:3.59!
' * !)n!
Sf.00,1
;6.0"!
lj.0"2
!?.!31
17.331

1

To'.i 1

I'fiit?

«
I

103
IS^1""
;2,-?oe
1 nnn
4,V >VI

69
ICO

!,0"0
10
£A
S'J

ICO
1, 010
1,003
1,003
:,CCO

50
V!"

t e n..• /

;i
3,00

50
3f.

s . fOO
500

o rtrtn
( (t"U

i ' ' ( V v

120
3?

tinti •
1Aft
4VV

1,000
21,003

inrt
.V7

809
I03
58
24
24

300
50
36
20

2
24

120
12,009

24

Xinigeient Sciences for Heal th / Peshmr
Snll Hospital Restipply

Generic "ase Count ing "nit
Specif icat ions

KETASIKC 50XC/SL SCLUTICJ! -VIA!, 2-50KG I 5KL
LlMCAl.S'E APICAL GEL 2X GCL 2S, 1UB I5GR
LICOCAIfiE 2? PLUTIM AST IOKL
ACETAKINXHEI! 5COSG TABLETS TAB 5COXG
ACETYL SALICYLIC ACID 300XG TABLETS TAB JOOXC
IKMt'ETHACIK 2f«G TABLET ,TAB 25XG
PESTAZOCISS 30SC/BL SOLUTION • AKP 30!(G I IXL
PCN'TAZOCIKS 25MG TABLETS TAB 25XG
CHLOSPIIEKIRASIIIE SALEATE 4!IJ TAB 4!fG
PROSETHAZIUE 2583/XL SOLUTICI.1' A«!P 50SB I 2SL

••PROKETHAZIKE HCL 25HG TABLETS TAB 25KG
DIAZEPAK SXG/yi, SOLUTIOK ' AHP IOXG/2HL
PIIESOBARBITAL 30ffl TABLET TAB 30XG
DIAZEPAX 5X3 TABLETS TAB 5XG
SE3EBDAZOLE IOOJK TABLET TAB IOOSC
KETRflli'lDAZOLE 2CC«G TABLET TAB 20C8G
ASP.'CILLIB SU3FEMSIOIJ I25XG/5SL POT I25KC
ABPICII.I.IH 250HG CAPSULES CAP 250XG
ASPICILLIN 50083 POTBER FOR INJECT. POI 500B3/VIAL
BKATHIKE BEKZVL PEKICILLIKE 1.2 FOJ 1.2XIU/VIAL
PHEN'CXYXETHYL PENICILLIN 250SS TAB 250X0
PiWAIHE FEIi'ICILU!,1 FORTIFIED P0» 30CXGf60»G/V!AL
CHI.CRAXPIIEIJICOL I258C/5XL BOT125KG/8L .
CIIWRAXPHEIIICOt 2^0X3 CAPSULES CAP 250XG
ERYTHRCHYCIH 25083 TABLETS TAB 2.'0!J3
TETRACYCLIKE HCL 250XG CAPSULES CAP 250!W
SULFAHETIIOXAZOL 400»TRIXETHOPRIH 80 TAB 400XGJ8080
SVIFAXETIIOXAZOL 2C9JTRIKETHOPRIX 40 SYR 2COXGf401(G/5XL
CIII.CSAXPHEHICCL POWER FOR INJ IGR POI IOOOXG/VIAL
UYSTATIXE VAGI1IAL TABLET TAB 100,000 IU
GXISEOFULVI!) 50983 TAB TAB 500XG
CilLOROQUIKE 150HG BASE TABLETS TAB 250X3=159X0 BASE
FERROUS SULPHATE » FCLIC ACID TAB 60X3)0.25X3
PR8PRAIWLOL 4CSG TABLETS TAB 40XG
TRIAXTEREIIE 50X3ITHIAZIDE 25XG TAB 50X3 f 25X3
KITROGLYCERIKE SXS TABLET TAB 5X8
DIGOXIII 0.25'4G TABLETS TAB 0,25X8
GEI1TIAII VIOLET.TOPICAL USE FOI 25CXS
HITRSFURAZOIIE 0.2\ CREAX CgX 0.2X,28Glt TUB
STERILE GAUZE IKPREGBATEO PARAFINE PACKET STERILE
HYSROCORTISOIIE ACETATE IS SKIX CXT 1X,5 GR TUB

• BEHZYL BEHZOATE 25S EXULSlOS ESS! 25!(,60!fl, BTL
''CilLORHEXIBIHS I.5S » CETRIXIBE IS* SOL 1.5SH5J, i LIT

POVICCKE-IODIKE lOX " SOL IOX, 500XL
FURflSE«ICE WKG/XL IHJECTABLE AMP 29KO X 2XL
a'ROSE«IDE 40H5 TABLETS TAB 4083
ALUSMUH HYCROXYDE (COXP.) TABLET TAB 40CS8
AKTIHEHORRHOIDAL OinffiKT " fflff ftffl TUB

Cost in
raki.-tar.i

i.jpees.

2515.CO
14.90

400.35
1335.00
418.0"
'ffO.OO
857.52
603.84

59.20
25.00
1.32

1829.49
170.09
39.00

180.00
1016.00
76'!.20

9200.00
J5S.09
217.92

1939.90
172.80
filJ.OO

2"'0.00
350.00

2400.00
2S50.W
512.00
402.03

f t o n
' T . U V

250.00
840.00

2118.00
71.40

800.00
7.12
9.10

288.00
170.16
198.00
180.00
205.20
940.00
125.10
53.57
54.30

9U.09
191.28

Cost
in

US J

82.98
0,49

13. '0
44. US
16.42
I3.I1
28.28
11.92
1.95
0.86
0.14

60.34
5.61
0.99
5.94

33.5!
25.37

303.43
28.20

7.10
65.50

5.70
20.18
98.2,1
28.03
I".. 16
14.00
20.18
13.25
3.13
8.25

27.70
80.74

2.35
26.39
0.23
0.39
9.50
5.61
6.53
5.94
6.77

31.00
4.14
1.77
1.78

J0.08
6.31

BEST AVAILABLE COPY



F;-:E NO.
02'2l/'4

fi.'usc'.
: ';ali-

.'Station
Xaler.

17.401
n ini

17.403
1J.435
17.521
14.101
!'.!C4
1 - . I 0 7
21.11!
11 PAI

11 nni

25»!(VI
25.112
25.!"?
'/:.'S.\
2*. 2? 2

• l:..l':
1. mi

:",2"c.
'. .?'"
•' K'

r.3';:
• * !•

r 413
.".?C3
2 .'2:.
: .i:-2
.''.;u

;'(.;.'}
I1 222
: .2;;
21.312
1C ',!•

p I ? *
.'2.123
jjjjf
33. "J
)3.2!2
33.3!!
.".32!
M J J I

v..u;
;> . i j |
r v>
. '.^' 'i
.'?.." '•
i« in

'3.4/4

2

.

Total
Kitt':er

Our.! ing
Uni t s

3?
JPfl
80

no
500
5<:o
I2C
50

3CO
!00
200
inJtf

3,0?9
3"
12
21
5?

inn

1

3"
i i-n

f.
11
c

6
:<9
• j
.'?

y,o

J"
10

15
1

1

.1

5rO
!50
j i f

16
f n
IV

-0
40
30
!0

500
50
50

Maiiageieiit Sciences for Health / Pejhawr
Stall Hospital Rejapply

_ , Generic Nase Counting Unit
Specifications

HYOSCIHE-N-BUTYLBROSIDE 20SG/ML SOL ASP 40X0 I 2XL
HYOSCiNE N-BUTYLBROKIDE IOSG TAB TAB ICKG
ATROPI«E SULPHATE !«G/XL SOLUTION ASP IMG I IKL
BISACODYL 5XG TABLET TAB 5HG
ORAL REHYDRATATION SALTS FOR IOOOCC POSf FOR 1 LITRE
PRECNISCLOlin 5SG TABLETS TAP, 5KG
DESCGESIP.ELIETHINYLESTRADIOL TAB 28 PER PACK
DEXAHCTIIASOliE 4SG/XL SOLUTION ASP .4HG/XL
CXYIETRACYCLINE !X EYE OINTMENT OUT \%, 3.5XG TUB
ERGOMETRSNE "ALEATF, 0.2XG/XL AKP 0.2XG I 1XL
EilCC!!ETR!NE SALEATE 0.125X3 TABLETS TAB O.I25SG
ASIKOPHYLLINE 25K-1/W. ASP 25XG/XL, ICXL
ASIKPHYLLINE IOOMG TAB IOOXC
EPINEPISINE ISG/1SL ASP IXC/1XL
DEXTROSE 25? SOL 25S, 20SL
RINCCR LACTATE SOL COXP 5CCHL
SOPSUH CHLORIDE 0.9', SOLUTION SOL 0.9*, IflOOSL
»ATFR Fi'R JNJFCTICNS AW 5SL
CFXTRAII 7ft, -f.J */V !N NORMAL SALIN'E SOI. 500SL
PPXTr.OSE n I!! S A L I N E 0.<5* DOT IOOOXL
KETIi'lOL 50,000 I U TAB 50,CQOIU
P.'J'.TAL THEfJPvrTER FIC PIFCE
BULB FOR OIOSC3PC PIECE
BATTERIES FOP. OTOSCOPE C TYPE, 1.5V
VASELINE ?!I!TE 5'WJAR
SYP.!:KC HYPO, 5ecc, LUEP. DISPOSABLE 5cr
SKIKS RYPO L'.'ER D!SP.2CC,ilTII NED Z'.'C.O.ICC GRADUATED
JYP.IN-JE HYi'O.ll'EP. 0!SP.5CC,I!TH SFE 5CC.0.2CC GRADUATE
SYRIIKE WIH NEEDLE, !OCC,D!SPCSABL 1CCC, .2CC GRADUATED
KEEPLE, HYPO, LUER, DISPOSAP.I.E 2)0 23G(vf 24G) I 1.1/4"
NEEDLE, HYFO, LUER, DISPOSABLE I9G l?G(or 2CC) I 1.5" "
BUTTERFLY NEEDLE SCALP VEIN 23G 23G(or 22G. ,-
CA.WLA INTRAVENOUS LUER 2CG 2CG(or I9G) X 1-5/8"
BLADES FOR SCALPEL, NO. 10 • • • PACKET OF 100
BLADES FOX SCALPEL N=20, PACKET PACKET OF 100
RAZOR BLAD DOUBLE EDGE LOCAL. QUAL PKT OF 5
FARAFORSALOEHYDE TABLETS TAB IOOOSG
PLWTE8 OF PAR!S, !5','S ROLL RO' '-, I5CS
CREPE BANDAGE ROLL - 4.5SiiOCS
GAUZE BANDARS 3" ROLL, ONE DOZEN
ABSTRACT CAME FOR COMPRESSES 20 YARD
COTTftS HYCROPillLIC ROLL ROLL 300GMS
TP.iAIJG'JLAR BANDAGE IOPCM SIDES
ADHESIVE TAPE 3" ROLL
NAILBRUSH FOR SURGEON, NYLON H A I R SCSi2.5CM
M I N I SOAP BAR 31 CBS BAR
GLOVES RUBBER BY PAIR SIZE 7, I PA!
GLOVES RUBBER BY PAIS ' SIZE 8, "i PAIR

" Cost in
Pakis tani

Rupees.

44.80
171.25

51.20
l l . O O

I I 4 P . O O
I I O . O O

32'O.CO
312.74

. 55MO
2 Ji.!)«

nn nn
•I.'IV

73.79
294.00

2!.CO
24.00

IM f t r t1 I T . W V

1350.00
iin nn

tnn nn

57fi.on
504.01

nn nn
lil'.'/V,

?l.-50
|U.flf

41.70

675.00
675.10
I I ' . vO
!4?.50
148.59
35.00

243.75
114.00
185.00
72.48

600.00
2727.00
1267.20
1536.00
|in9.M

720.fO
184.00

I I 2 2 . C 9
45.00

1170.00
247.50
247.50

Cost
in

US 5

1.48
5.3!
1.95
0.15

37.60
3.63

!0t.85
11.3!
22.05

7.05
4.?9
2.50
9.71
0.51
0.79

23.55
45.5!

7.25
6.27

18.80
15.62
5.1'-
3.15
2.51
4.75
US

11 14
it., L •

22.26
3.71
4.W
4.90
1.15
•3.04
6.40
5.10
2.39

19.79
on ni

4!. 79
51.65
45.17
23.75
6.07

3?.0|
1.48

38.51
8.15
8.16

BEST AVAILABLE COPY
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Hanaiwent Sciences for Health / Peshanr
Siall Hospital Resupply

Product Iota!
Ideali- K'jsfcer

fication Counting

Ceneric Na«

3'i.n:
3S.1M
35.114"
35.115
36.12!
36.123
35.124
35.14!
35.221
37.122
37.123
37.212
3UI5
41.729
41.741
9X121
?U8! 5,1
95.353

: Total *> '

3
7

10
100

3
6
5
2

20
20
10
15
10
6
5
5

)00
60

CATHETER URINARY FOLEY TYPE
CATHETER URINARY FOLEY TYPE
BAG COLLECTOR URINARY > DRAINAGE
CONDONS STERILE
•TUBE NASOGASTRIC
TUBE KASO-GASTRIC
TUBE NASO-GASTRIC
TUBE RECTAL OIIE-EYE RJNKEL-BBO
PENDROSE OSAia I" DIAKETER
CATGUT CHROKIC 2/0,75CK,rTH NEEDLE
CATGUT CH80XE I, 75CS IITH NEEDLE
SILK BRAIDED 3/0, 75CX, TTH NEEDLE
SILK REEL I
GLVCEKCL.SOLUTIOH
METHYLATED SPIRIT
"GREEII BOOK"
PACKET FOR XEDICINE
PAPER PADS BLA.N!! (3X4*)

• Counting U n i t
Specifications

I2CH.3CKI,
16CH, Ml

P K T 4
S I Z E S
SIZE I!
SIZE 12
24FR 5COM( RBR
1" OIAHETER
NEEDLE JCSOM/S.RND
DDL 40XH.4/8 CVD.RNO
NEEDLE 28«K,3/8,CUT

SOL 20CXL
SOL 200XL
PIECE

C«l CM
PAD OF 100PAGE

Cost in
Pakistani

Rupees.

48.75
!U.?C.
60.50

• ISS.CO
!7.40
48. SO
48. S»
2C.OC

I04C.PO
272.40
135.20
167.55
IG6.CO
249.60
18.00

210.00
456.00
300.00

t'JSt

in
(JS }

l . f > !
3.75
2.29
6.10
0.57
1.50
1.50
0.66

34.39
8.98
4.49
5.53
3.50
8.23
1.58
6.93

15.04
9.89

69534.43 2296.65

BEST AVAILABLE COPY



PAGE K. I Xanagesent Sciences for Health / Peshawar
82/2I/1* Referral Hospital Initial Supply

Pnduct
ld:ati

t:, ,>:...l Kai i\,:i

Sasitr.

!.!1I
l.2"2
1.283
2.1!!

• 2 . 1 2 1
2.!23
2.141
1 U 1i.:ti

J.08I
3.C02
3.C83
5.?3!
5.5:2
5.81)?
s.:oi
6.:?i
6.313
6.31!
6.3!2
6.3!3
6.315
6. 3 Id
5.32'!
6.321
5.322
6.3:'
5.12C
S, !2°
5.32"
f '."'

.->..C13
S.TI

10.1"!
i « ini
i ", u. *
I ... !

11 ',('<
1 & . * / J

f i in t
i f c . T V I

!J .2 ' I
13.I13
13. :C-
13.321
!:.;*!
'•".0"
J ' /nj
l ; r,n«

i.*> t
it > n i
} * • i <
; J , K ;

Total
Bssber

Cc-jat ing
Uni ts

150
<

200
?i,COO
15,003
4,800

120
700

5,000
28

100
200

!,500
1,000 ,
1,000'
5,000

68
18,001

203
48

5,093
188
58

6,080
783

12,888
15,300

280
50

!20
300

5,OnO
25,000

3??
1,508

ICO
188
24
48

608
en

72
43
1C: j

48.
2™ *

!5,!1')0
40

Generic Hat:
-

XETAXIHE 50HG/XL SOLUTION
LIDOCAIHC TOPICAL GEL 291
LICOCAIl-'E 2S SOLUTION
ACETAOFHEK 500XG TABLETS

Counting Uni t
Specif icat ions

V I A L 250BG z 5KL
'U 2X, TUB 15CR
,P IOKL

TAB 50CHG
ACETYL SALICYLIC ACIB 3B3XG TABLETS TAB"380HG
IBDOBETHACIB 25XG TABLET
FEHTAZCCINE 30.W/KL SOLUTION
PEI1TAZOCIBE 25MG TABLETS
CHLORPHEN!RA!II«£ MALEATE <HG
PROXETHAZINE 25KG/BL SOLUTION
PROXETHAZIKE HCL 25.!<G TABLETS
BIAZEPAK 5«G/HL SOLUTIOB
PKE!K)BARBITAL 30XG TABLET
OIAZEPAX SBC TABLETS
KEBEHDAZOLE 100% TABLET
KF,TI!0!!|OAZOLE 2COHG TABLET
ABPICILI.IB SUSPEBS10II I25KG/5XL
AKPICILLIK 250BS CAPSULES
ASIFICILLIB 500BC POWER FOR IHJECT.
BEHZATHIKE flEBZYl PEHICILLINB 1.2
PIIEIWXYSETHYL PENICILLIN 259KG
PROCAIKB PFBiriLUB F3RTIFIED
CHLORABPHEMICOL I25BG/5XL
CHLORABPHEHICOI, 258BC CAKULBS
ERYIHROMYCIN 250XG TABLETS
TETRACYCLIBB HCL 250XC CAPSULES
SU!,rA!-,'F.TI!OXAZOL 400tTR!XETHOPRIM SO
SULF/.SOTXAZOL 200»Tfi!fiETIIOPRIB 40
CHLORA'n'PHEBICOI. POTCER FOR ISJ IGR
BYSTATIBB VAGIBAi, TABLET
GRJSEOFUI.VI!) 500% TAB
CI!!.OROQU!I!E 15038 BASE TAPLETS
fKRRCUS SULPHATE t FOLI-': ACIB
PROPRAKOWI. 40»J TABLETS
TRIAHTEREIIE SCffl lTHIAZIDE 25KC
BITROGLYCERIfiE 5!4G TABLET
CIGOZIH 0.25HC TABLETS

TAB 25XG
AMP 30BG i IXL
TAB 25XG
TAB 4KG
ASIP 58BG i 2XL
TAB 25KC
AHP IOBC/2W.
TAB 30XG
TAB5XG
TAB IOOXG
TAB 200HG
POI 125XG .
CAP 250XG
POI 500HG/VIAL
FOI I .2XIU/VIAL
TAB !SOMG
POI 380HGJ6CHG/VIAL
BOT I25!-'C/XL
CAP 250XC
TAB 250BG
CAP 250XG
TAB 409SM180KG
SYR 200HSMOVJ/5BL
POI I030XC/VIAL
TAB 108,000 IU
TAB SOOSG
TAB 250KG=I5CH5 BASS
TAB 63»]»0.25»;
TAB 40XG
TAB 50!W f 25.VG
TAB5KG
TAB 0.258G

GliBTIAS VIOI ET.TSPICAI. UJE • .POI 25G'-!S
HITROrURAZOIi'E 0.2J CRE.«
STERILE !:A«ZE IBPP.ECBATEO PARAFIBC
HYMO::ORT!sC!JE ACETATE IS SKIN
BENZl'L BfllZOATE 25X EWLHOH
CIILORKEXIDIKB !.51 f CETRIKIDE I5X
POVIDHIE-ICDIBE Iflt
RJROSCBiDE IOSG/BL IBJECTABI.E
FIT-OSSSIPE 40ffi TABLETS
ALUKINIUJ! HYOROXYDE (C8KP.) TABLET
Af.TI!IEKORRII3!DAL OiNTKEUT

!.'RX 0.2S.28GR Tl'8
PACKET STERILE
CSfT IS,5 CR TUB
EKN 2551,6081, BTL
SOL I .S t f lSX, 1 LIT
SOL I05E, JOOKL
AMP 20ffi X 2BL
TAB 48(!G
TAB 403XG
CHT I3GR TUB

Cost in
Pak i s t an i

" Rupees.

9435.80
21.80

S00.72
2004.03
622,51
810.81

1715.84
1056.72

'".80
52.00

7.20
3658,50

255.03
38.88

180.08
1524.00
769.28

11580.08
1I43.CO
435.84

2762.50
2!UO
850.0?

44'O.CO
1111. flO
1600.00
4275.00
1020.00
57C.M
14. ?0

375.90
!26ft.i>fi
2856.00

107.10
I65.1.C5

1 11
I • ii,

IS.20
iop f\n

14". 32
31'.. 01
!°.3.08
418.48

I"8.n0
148.5ft

on 10

ipo nn

\\ffi.V)
3IS.80

Cost
in

U S (

311. IS
0.1?.

26.41
65.01
23.53
26.11
55.56
34.85

2.93
1.72
0.24

123.67
8.4]
8.99
5.94

50.26
25.17

379.29
37.63
14.17
11.11

9.58
28.33

147.43
31.25

! 18.73
I-I.-18
33. H
22.13
3.11

12.37
11. 55
"4.20

1.53
52.77
0.23
0.68
1.50

11.22
11.85
5.14

13.54
52.11
31.82

1 t\t
l. ?»

1.56
37.60
13.5!

BEST AVAILABLE COPY

365;



PA'JE !W.
02/21/14

TrcdiJct.
l lnti

f i ca t ion
"aster.

17.101
17.402
17.403
17.4C5
17.62!
IS. 10!
13.191
IS. 11?

' 2 I . I 9 I
22.00!
22.002
25.10!
25.102
2 c i f t i. . ivt

25.20!
25.212
Irt 1(11
4.'* »"J

26. 211
25.205
25.207
27.10!
28.10!
23.201
23.30!
28.30!
23.42!
28.422
23.423
28.511
2S..M2
28.5U
23.5!4
10 <1|

1(1 C11

23.531
28.532
28.53)
28.512
28.62!
10 £11
.if.VL.

23.70!
28.703
2 9 . I I 2
29.!;'

21.125
21.1)2
2\;n

2 Kanagexnt Sciences for Hea l th / Fcshawr

T .1,1i . i a i

Kjr'-cr
•Anting
I'nits

49
400
380
100

1,000
!,COO

240
ICO
500
too
200
60

5,000
60
24
48

120
Opftovv

4

60
2,000

4
J
1

6
12
2

11
l it

48
1
1
i
1
1
1
6
6
1
2
1

2
6

15
30
!5
10

1,000
1,000

Refer ra l Hospital I n i t i a l Supply

Generic Nate Counting U n i t
Specification.1!

•
f ' * *

HYOSCINE-N-BUTYLBSOHIflE 20BG/KL SOL AKP 40MG I 2HL
KY3SC!NE-N-BUTYLBi!OXIBE 10MG TAB TAB IOHG
ATRCPINE SULPHATE ISiG/HL SOLUTION AMP IXG I IHL
BISACODYL 5«G TABLET TAB 5HG
ORAL REHYD.1ATATICN SALTS FOR IOOOCC P01 FOR 1 LITRE
PREBXISOLONE 5X0 TABLETS TAB 5KG
DESOGESTRELtETHINYLESTRAOIOL TAB 28 PER PACK
DEXAHETIIASONE 4HG/XL SOLUTION AKP 4KG/KL
OXYTETRACYCLINE 1)1 EYE OINTMENT CHT 1)1, 3.5HG TUB
ERGCKETRINB KALEATE 0.2KC/KL ASP 0.2W I IKL
ERCO!-!ETRINS KALEATE 0.125KG TABLETS TAB 0.125MG
AMINOPHYLLINE 25KG/KL AKP 25KG/KL, 10XL
AKINOPHYLLIIIE IOOKC TAB 100HG
EPIBEPKRISE Wfl/IHL AKP 1KG/1KL
DEXTROSE 25!! SOL 25S, 20X1.
RINGER LACTATE SOL COUP 500KL
SODIUX CHLORIDE 0.9X SOLWION SOL O.W, IOOO«L
MTER TOR INJECTIONS AKP 6KL
DEXTRAN 70, 6S I/V IN KOKiUL SALINE SOL 5C08L
DEXTROSE 5X IN SALINE 0.45X BOT IOCOKL
RET1IKL 50,000 I U ' TAB 50.000IU
STETHOSCOPE PIECE
SPHYGMOMANCffSTER ADULT PIECE
SUCCAL THERMOMETER FtC PIECE
BUCCAL THERSOKETER F*C PIECE
OPHTHALMO-OTOSCOPEtDIACKOSTIC HEADS >S?A8E BULB
BULB FOR OTOSCOPE PIECE
BATTERIES FOR OTOSCOPE D-TYPE, 1.5V

••SPECULUM VAGINAL GRAVES, SMALL SHALL SIZE
"SPECULUM VAGINAL GRAVES, MEDIUK HEOIUK SIZE

SPECULUK VAGINAL CRAVES, L'ARGE LARGE SIZE
SPECULUK 7AGIHAL GRAVES, VIRGIN FOR VIRGIN
SPECULUK NASAL, ADULT SIZE ADULT
SPECULUK I1ASAL, CHILD SIZE CHILD
TONGUE DEPRESSOR XETAL - - I65XK'- ' /
TCKUE DEPRESSOR CHILD CHILD
KOUTH GAG DOYEN, I5CK "" - I5CK
KCASURIN3 TAPE 6CCH TAP 69CH
BIGHT SCALE ADULT, BATHROOM TYPE I4CKG, 100KS
SCALE IITII 5 TROUSERS IIIFANT SAI.TER TYPE 25KG
ilAfflES REFLEX TESTING
VASELINE WITE 500SK/JAR
SYRIKE HYPO, LUER LOCK, GLASS 2CC GLASS JYRINGE 2CC
SYRIKE HYPO, LUER LOCK, GLASS 5CC GLASS SYRINGE 5CC
SYRIiJCE HYPO, LUER LOCK, GLASS IOCC PL?.SS SYRISGE IOK
SYRiVKC HYPO, 50CC, LUER 8ISPOSA8IP W'.'C
SyRIISE HYPO LUES DISP.2CC,»IT!I SE'J 2C-':,O.Hr GRADUATEO
SYRIJKE HYPO LUER CISP.5CC.WH BEE 5W.0.2CC GRABUATE

Co't in
Pakis tan i

I'.iJfCCS.

51.73
2)1.90
222.P0
I!. 00

2280.00
220.00

64^0.00
625.48

I I I 5 . 0 0
2!i.08
130.00

• 157.58
588.00
42.00
48.00

14 28. OH
2750.00

440.00
38«.CO

IHO.OO
810.09
480.09

1320.00
156.00
312.00

2200.00
150.00
163.09
60.00
42.00
45.09
65.00
58.00
57."75
15.00
72.00

128.80
0 AAr,, i<!

?c ^n
2-10. W

in. on
. 141.00

727.JP
!3'.'5.00 -
•°25."9
tn en
U ' . . "

I.'OO.O1*
IS^O.OO

Cost
in

U? $

1.17
7.88
7.32
0.36

75.20
7.26

213.72
20.63
36.77

7.06
4.29
5.20

19.39
1.31
1.58

47.10
11.93
14.51
12.53
37.50
27.70
15.83
13.54
5.15

IC.29
72.55
31.65

5.54
1.98
1.39
1.48
2.14
1.91

.1.90
3.17
2.37
4.25
0.26
2.47
1.23
•1.11
4.75

2).°1
46.fi!
27.2!

2.21
in 11i .11
in M
T - .1 1

BEST AVAILABLE COPY



PAGE !».
02/21/04

rroJ«t

f ic t ion
SMrter.

20.114
20.222
20.224
2x3:1
29.JI2
20.322
1(J tr\t

20.1?2
10 cm
..'.V.i

2?.f"3
29.594
21.5"5
31.1!!
31.!!2
J I . I I 3
31.12!
3!. 122
)'.!,1|
3I .1J2
3i.:n
31.221
31.222
31.225
31.311
31.312
32.11!
32.112
1^ 111
...141

3:. 122
32.123
32.124
;2.29I
32.205
32.215
32.312
32. HI
32.321
12.322
32.323
32.324
;2.33!

32.41!
J2 . l !2

• 32.413
32.! 14
32.417
32. MS

3

, •

Total

Costing
Uni t s

100
SCO
500

2f
20
20
20
2C
12
2

10
I
!
2
6
1
1
t.

I
1
1
1
0
u

I
2 '
8
2
2
2
2
2
2

48
1
6
1
6

5
3
8
2
1

1

Hanageient Sciences for Health / Peshanr
Referral Hospital Initial Supply

Generic Naee

SYRINGE WTII NEEDLE,iCCC.DISPOSAni,
NEEDLE, HYPO, I.UER, DISPOSABLE 23G
NEEDLE, HYPO, I.UER, DISPOSABLE 190
BUTTERFLY NEEDLE SCALP VEII! 250
BUTTERFLY NEEDLE SCALP VEIN 230
CAffi'LA INTRAVENOUS Lt'ER 2GG
NEEDLE LUW8A.R PUNCTURE 23G
SEFDLE IU!!BAR PUNCTURE 20G
TCURNIQUET LATEX RUBBER FO!
ARK CIRCIKFEREHCE TAPE
BRUSH FOR SYRINGES
CUTTIIiG PLIERS
LARYNGOSCOPE, 3 BLADES
BULB FOR LARYNGOSCOPE
BATTERY FOR LARYNGOSCOPE
FORCEPS HAGiU. ADULT
FORCEPS KAGILL CHILD
SONBE FOR INTUBATION l!o.6
SCNDE FOR INTUBATION Ho.3
REANIKATOR, AKEU TYPE, XAN'JAL
FACE HASX-FOR REAHIKATO!
FAfC HASX FOR REANIHtfOR, CHILD
SIIEETIHG, PLASTIC.
AIRTAY CUEDEL RUBBER =
AIRJfAY CUEDEL RUBBER
SCALPEL" HOLDER N0.3 " "
SCALPEL HANDLE NR 4
BLADES FOR SCALPEL, NO.10
BLADES FOR SCALPEL, NO.15
BLADES FOR SCALPEL H=20, PACXET
BLADES FOR SCALPEL, N0.21
RAZOR SAFETY, ALL HETAL
RAZOR BLAD DOUBLE EDGE LOCAL.QUAL
PIASTER SHEARS
OPERATING SCISSORS BLUNT/SHARP
OPERATING SCISSORS BLUKT/BI.UHT
KAYO DISSECTING SCISSORS BLUNT
HAYO CISSCCTIIIG SCISSORS BLUNT
SCISSORS DISSECTING KAYO, BLUNT
SCISSORS DISSECTING HAYO, BLUNT
SCISSORS DISSECTING'KAYO, BLUNT
SCISSORS KCTZEKBAM BLUNT
DRESSING FORCEPS, THUD!), BROAD
DRESSING FORCEPS, TBUH3, BROAD
TISSUE FORCEPS, TOOTHED 2x3
TISSUE FORCEPS, TOOTHED 2x3, 18CK
HUNTER SPLINTER FORCEPS
DRESSING FORCEPS, TIIUKI1, BROAD 25CH

Counting Un i t
Specif icat ions

SPOSAilL IOCC, .20: GRADUATE!)
B L E 2 3 G 23G(or 24G) x 1.1/1"
BLE 190 !9G(or 20C) X 1.5"

250 25G(or 24C)
230 23C(or 22G

G 20G(or I9G) x 1-5/8"
23G
20G

INFUSIO 75CK I I .5CH
PIRCE

IITH SPARE BULD

\l
9ULT
MLD

910 X I800XH
ADULT SIZE 82HH
CHILD SIZE 67HK
NO.)

PACXET OF 100
PXT OF IQO

:XET PACXET 8F 100
PXT OF 100

,.QUAL PXT OF 5
- PIESE

Kf STRAIGHT I9CX
OT STRAIGHT I4.5CK
1ST CURVED 15CK
OT STRAIGHT, IS<3
,UNT . CURVED I7CK
,UNT CURVED 23CX
,UNT STRAIGHT I7CH

CURVED 23CH
'AD THUMB, DROAD IOC!! '
AD THUX3, BROAD I6CK

TOOTHED 2x3, l l . f r K
18CK TOOTHED 2x3, I8CH

ANGLED I0.5CK
'AD 25CH TIIUHB, BROAD, 25CH

dost in
Pak i s t an i

Rupees.

230.00
24?/.ft
21 7.. ci!
Irt f\(\

T(\ nti

325.08
440.90
335.00
'ft1 "0

1 2. CO
40.00
15.00

150.00
40.-90

129.9!)
63.00
57.00

157.32
157.32

1140.00
159.90
150.00
f.90.09

49.fi'!
40.90
61.02
16.00

109 nn
J V W . V V

439.00
370.00
380.00

!5.60
144.96
45.09
09.09
18.00

159.09
1C 00

35.0C
36.0ft
KM
40.90

150.00
15.00

i IA An

ii.r.o
80.99
25.09

Cost
in

US }

7.59
8.16
."..IS
2.31
2.31
10.72
14.51
!2.37
3.35
0.49

0.49
14.84
1.32
3.96
2.08
1.91
5.10
5.19
37.69
4.05,
4.05
10.70
1.32
1.32
2.11
0.53
12.80
H IO

• IU

12.29
12.53
0.51
4.73
1.48
2.97
0.59
4.95
0.82
1.15
1.19
0.99
1.32
1.95
1.48
3.95
1.45
2.64
0.82

BEST AVAILABLE COPY



Xtnagtient Sciences for Health'/ Pesham
Referral Hospital Initial Supply

Generic Hase Counting Unit
Specifications

Cost in
Pakistani
Rupees.

Cost
in

US J

32.419
32.421
32.422
32.^23
32.42!
32.! 21
32.427
32.42?-
32.4!!
11 "i
ii.T.

32. «J
32.444
32.451
32.41!
32. '-52
32,!(S3
32.454
32.!*?
32.4̂
3:. 50!
3!. 511
32.62!
11 £11
Ji.t'it

32.523
32.524
12.625
32.65'
32.60)
32.71!
32. 712
32.72!
32.̂ !!
32.3!2
32,S!3
32.52!
32.822
32.°,24
32.901
32/02
32.103
33. II!
J3.i!5
33. !3!
33.!32
33. ID
33. 1 34
H.US
33.136

1
'i f

18
20
30
4
6
6
2
2
1
2
5
2
2
2
2
2
4
14
7
1
1
3
1
1
4
1
7
1
4
6
2
1 .
1 "
1
2
10
1
I
3
3
3
6
6
3
2
1

FORCEPS EAR, SPRING TYPE, I2.5CX ANGULAR I2.5CX
FORCEPS HALSTEAD KOSQUITO, STRAIGHT STRAIGHT I2.5CX

., FORCEPS HALSTEAD XOSQUITO, CURVED CURVED I2.5CM
FORCEPS HEOTATIC KELLY, STRAIGHT STRAIGHT I4CX
FORCEPS HEXOSTATIC KELLY, CURVED CURVED I4CX
FORCEPS IIEHOSTATIC XOCHER, STR I4CX STRAIGHT I4CK
FORCEPS HEKOSTATI6.XCCHER, STRAIGHT STRAIGHT 14CH
FORCEPS HEHOSTATIC XOCHER, CURVED CURVED 20CH
FORCEPS KYSTERECTCXY PEAN, CVD 20CX CURVED 20CX
FORCEPS HYSTERECTOXY PEAf.1, STRAIGHT STRAIGHT 22.5CK
FORCEPS UTERIH ELEVATING SOXER 22,5 22,5 CM
FORCEPS UTERINE ARTERY PHANEUF 20CK 20CX
FORCEPS SPONGE HOLDING RAXPLEY 2SCK
FORCEPS INTESTINAL BA3COCX 140XX
FORCEPS INTESTINAL BABCOCX I58KK
FORCEPS INTESTINAL JUD-ALLIS 184XX
CLAKP INTESTINAL KAYO-R0BSCN CVD CURVED 23CX
CLASP INTSETIHAL HAYO-R0BSON STR STRAIGHT 23CX
FORCEPS TISSUE ALLIS, 4x5 TEETH TOOTHED 4x5, I5CS
TOIEL CLAXPS BACXAUS 13CH
FARABEUF RETRACTORS SET OF TW 28XI6XK, 15CX, SET
RETRACTOR DEAVER, I8CX X I9HK 18CX LONC,!9iflf BROAD
RETRACTOR DEAVER, 2I.5CK x 22HM 21.5CX LONO,22K».
RETRACTOR DEAVER, 23CX x 25H« 23CX LOHG.25XM BROAD
RETRACTOR DEAVER, JOCK x I3HX 30CX LOMC,I3XX BROAD
RETRACTOR DEAVER, JOCK ; 25KH 3001 LONG.25KX BROAD
RETRACTOR SENN-XUELLER, DOUBLE END BLUNT, 3 PRONG, I6CK
RETRACTOR SELF RETAINING BALFOUR BLADES 50l50»50x75KM
PROBE DOUBLE ENDED DIAKETRE 2KK
CIIEYNE DISSECTOR AND PROBE I7.5CX 17.5CK
KAYO'S FORCEPS HOLDER 14CX
NEEDLE HOLDER COLLIER 12,5 CX
NEEDLE HOLDER XAYO-HEGAR 20CK STRAIGHT 20CK
NEEDLE HOLDER IANGENSTEEN 27CX 27CM

•• SET OF STRAIGHT NEEDLES," ROUND SET OF SIX
SET OF STRAIGHT NEEDLES ."CUTTING SET OF SIX
SET OF CURVED NEEDLES, CUTTING SET OF SIX
STAINLESS STEEL BOX 8"x3" 8"x3"
STAINLESS STEEL BOX 14" LONG \
BOX STAINLESS STEEL 30xlOx6CX '. • /
LISTER BANDAGE SCISSORS, ANGULAR ANGULAR I8CX
NAIL CUTTER
FORCEPS JAR 6"DEEP»2.5"IIDE
ROUND B0«, STAINLESS STEEL 2.5"DIAKx2"DEEP
SPONGE B0«, STAINLESS STEEL 6"DIAXx2"DEEP
JAR DRESSING KITH COVER STAINLESS 4"DlA»x4'DEE?
CUP MEASURING T1TH HANDLE STAINLESS I008CC, GRADUATED
FUNNEL STAINLESS STEEL MOUTH 3x4.5" XOUTH 3x4.5"

18.09
690.09
359.93
6es.cn
999.99
I9S.01)
!89.89
261.00
94.09
139.09
toe nn
lu.'.l'l

170. PC
235.00
76.00
84.09
88.09
194.00
190.09
160.09
392.99
220.50
45.95
45.95
166.50
54.09
49.50
189.09
445.00
70.00
50.09

• 80.00
210.00
81.00
69.90
15.99
15.09
30.00

1000.00
225.09
175.00
99.00
39.09
!50.00
132.00
298.50
!89.C9
199.09
25.00

0.59
!9.79
11.87
19.79
29.68
3.55
6.23
8.6!
3.10
4.29
6.19
5.6!
7.75
2.51
2.77
2.10
6.40
6.27
5.28
12.93
7.27
I.52
1. 52
5.49
1. 78
1.63
5.94
I4.6?
2.3I
1. 65
2.64
6.$3
2.57
1.98
9.49
0.49
0.99
32.98
7.42

" 5.77
2.97
0.99
4.95
4.35
6.88
5.94
6.27
0.«2

BEST AVAILABLE COPY



me? ftAi nv& J'V f

!>2/2l/94

Frc-iBct-
:ienii

fits' ion
.'to!* r.

33.137
33.14!
33.142
33.152
33.17!
33.173
33.18!

.33.19!
33.193
33.212
33.31!
33.32!
33.33!

A* 33.332
33.34!
33.352
33. 5" 1
33.503
33.693
33.694
36.11!
35.113
35.114
36.115
35.117
36.121
35.123
35.124
35.125
36.126
35.111
36.113
36. Ii;

^ 35.141

35.221
37. HI
37.117
37.122
37.123
37.12?
37.212
37.215
39.!:!
39.11!
39.42!
3\52!
3". S3!
3r-.'l!

5 Xanigeitnt Sciences for Health / Pesfcanr
Referral Hospital Initial Supply

Tola!
N-Jsber
tontinj
Units

6
7
6
10
8
19
2
2

699
200
288
192
80
89
50
60
20

1,200
150
150
10
15
25
200
3
3
6
6
2
2
4
L

1

c
V

30
60
50
70
10
20
120
20
1
1
1
1
i

1

Generic Kate

XETAL SOIL LARGE 14'
KIDNEY TRAY XETAL
TRAY ALUXINIUX ORDINARY
DRESSING DRUX STAINLESS STEEL
PAIL IITH COVER PLASTIC
SOAP-BOX, 2-PIECE
STERILIZER INSTRUXENT IITH COVER
PRESSURE COOKER, IOLIT
PARAFORXALDEHYDE TABLETS
PLASTER OF PARIS, 15CX ROLL
CREPE BANDAGE ROLL
GAUZE BANDAGES 3"
ABSCRBANT GAUZE FOR COXPRESSES
COTTON HYDROPIIILIC ROLL
TRIANGULAR BANDAGE
ADHESIVE TAPE 3"
NAILBRUSH FOR SURGEON, NYLON HAIR
MINI 50AP BAR
GLOVES RUBBER BY PAIR
CLOVES RUBBER BY PAIR *
CATHETER URINARY FOLEY TYPE
CATHETER URINARY FOLEY TYPE
BAG COLLECTOR URINARY f DRAINAGE
CCNDOXS STERILE
COLOSTCXY IRRIGATION BAG
TUBE NASOCASIRIC
TUBE IIASC-CASTRIC
TUBE KASO-CASTRIC
•ENDOTRACKEAL TUBE, DISPOSABLE
ENDOTRACHCAL TUB.DISPOSABLE LARGE
TUBE RECTAL ONE-EYE FUNNEL-END
EHSHA CAN
URINAL
STOOL POT
PEIIDROSE DRAIN 1" DIAMETER
CATGUT PLAIN 3/9, 75CX, ITK NEEDLE
CATGUT PLAIN 2/0
CATGUT CHROMIC 2/0,75CX,ni! NEEDLE
CATGUT CIIRCSE I, 75CX »IIH NEEDLE
CATGUT CMC 2/0
SILK BRAIDED 3/0,- 75CX, ITCH NEEDLE
SILK REEL !
AMPUTATION SAT SATTERLEE, 3ICX
BONE FILE 20CH
RASPATORY FARABOEUF, CVD, IJC8
LANCE-HOLZHA'!!! BONE LEVER 27CH
FERGUSON BONE 'HOLDING FOOTS
FORCEPS BCIIE SONGEUR JAUSSENS I8CH

Counting Unit
Specifications

DIAM 14'
81/4'i4'
14'iJO.S'rl1
8.5'i6'
I3"rl3*
•95i65r35XX, PLASTIC
STLSS I9'r5'l3.5"
10LIT
TAB JOCCHG
ROLL 15CX
4.5XI19CX
ROLL, ONE DOZEN
20 YARD
RCLL 300GXS
IflOCX SIDES
ROLL*
8CX12.5CX
30 CXS BAR
SIZE 7, 1 PAI
SIZE 8, 1 PAIR
I2CH.3CXL
I6CH, 30XL

PXT4
PIECE
SIZE 8
SIZE 18
SIZE 12'
SMIL SIZE
LARGE SIZE
24FR 500X8 RBR
PIECE
PIECE
•PIECE-. . /
1" 01AXETER
NEEDLE 26HX,3/8,RND

NEEDLE 30ffl,4/8,R«D
N!>L 40!(X,4/8 CVD.RND

NEEDLE 28ffl,3/8,CUT

3ICX
2"CH
CURVED I5CX

21 Of
i?':x

C?«t in
Pati.-tani

Rupees.

9f0.09
lit M

MM
2359.09
729.09
69.99
351.50
500. 00
650.00
3636.90
2534.49
3972.00
2890.09
1445.09
230.90
2214.80
99.fi!)

2340.90
in n̂

742.50
152.5-9
243.75
173.75
379.CO
195.09
17.49
4?. 59
l?.59
I60.JO
IVV.1'"

19.99
I20.no
80:00
120.00
1560.0.1
817.20
581.00
953.40
W.2«
2'2.40
1340.40

" 212.00
200.9?
209.00
5S.C9
53.90
155.0"
423.00

ff'A
in

ns J
•

31.65
15. "1
6.33
77.51
23.75
1.98
11.59
19.46 ' .
19.79
119.^2 • ~
83.59
101.32
92.35
47.49
7.59
74.0!
2.97 -
77.13
24.49
21.41
5.36
8.04
5.73
12.20
3.46 i
0.57 • i ;
!.6!>
!.50
5.28
5.28
1.32
3.96 :

2.64
'3.96
51.45
26.95
22.45
31.44
4.11
?.08
l'.2l
6.90
5.60
6.6"
Ml
!.7J
5.14
11.95

BEST AVAILABLE COPY



02 '2 !,".'!

Protect Total

ikalfcn Counting
SiiEhf. Uni ts

3'.?!! 1
*\.M 10
'1.72" 6
4 ! . J « I 12
"5.501 I
?M2! 6
"?.3fl| 10,000
9'). ]"•} 60

Xanageitat Sciences for Heal th / Pesfiaiar
Referra l Hospital I n i t i a l Snspiy

Generic Kaie

LISTOS 80I1E CUTTIKG FORCEPS CURVED
'WSH BOTTLE,

GLYfEROL, SOLUTION
KETKVLATED SPIRIT
RUCKSACK, OTLq
"GREEK BOOK" ' •
PACKET FCS KEOICIUE
PAPER PADS BLANK (3X4")

Counting Uni t
Specifications

CURVED, I9CH
1 PC MITE PLASTIC
SOL 200XL
SOL 20CHL
PIECE
PIECE

CKl CK
PAD OF IOOPAGE

Cost in
Pakis tan i

Rapces.

W.fn

I IM.Qf*2S:£
1 .̂01}
210.CO
760.00
3CO.CO

1

Cos!
in

U S }

* *

1.95
36.28
S.2)
J . I7

6.93 1
25.07 1
9.89 • 1

T3to!

155255.77 5120.61

BEST AVAILABLE COPY

3(6



PAGE}.".
02/21/04

Sciences for Heal th / Pesharar
eferral Hospital Restipply

r»J.* > TA.»!lOJj.i iO»a. Generic Base fount ing Unit ?&' in
Specification: Pakistani

\>.i-al',;-
II. .L .t*tiy«. I .

. *r i

1 1.11
!•• *

1.203
t l i t
i . I I .

2.121
2 . J 2 3
2 . J S !
2.!!2
3.-;?!
}.Cft2
3.W3
5.00!
5/.02
5.0' 7
S-'/U
5.25!
5.3!?-
6.M!
X3!2
J.3'3
6.315
6.3! -
6.3:9
r. \it

5.322
6.321
6.325
6.328
5..;"
5.. "5!
5.503
5.70!

10.1:1
12.2^2
I2.3C!
I2.3r j
\l.'A.\

,13.20!
13.203
13.2r-4
13.391
13.C"!
I5.1)!;!
IS.flC1 '
15.?"!
15.*"'2
!J , ;« ' j
PJ8!

it*:*'
VI. Ill

uni.*/
j

209
21,000
I5.COO
1,000

120
700

5,000
20

inniw

200
1,500
1,000
1,000
5,000

50-
10,000 "'

200
48

5,000
100
50

6,000
700

tl AAft

isiooo
200
50

!20
300

6,000
19 Ann

*3CO
1,500

100
!00
24
43

600
60
72
40
15
40

240
!5,000

4J

-

KETAXINE 50XU/XL SOLUTION VIAL 250XG I 5X1.
LIDOCAIKE TOPICAL GEL 2* GEL 2S, TUB I5GR
LICOCAIBE 2S SOLUTION AV? 1081,
ACETAMINOPHEN 500HG TABLETS TAB 500MG
ACETYL SALICYLIC ACIO JOOSJ TABLETS TAB 300XG
IliBOXETHACIN 25XG TABLET TAB 25HG
PENTAZOCIBE 30XC/XL SOLUTION A«P 30ffl I 1XL
PENTAZOCINE 25HG TABLETS TAB 25XG
CHLORPHENIRAXINs 8ALEATS 4KG TAB 4HG
PRCKETHAZISE 25X3/XL SCLUTION A8P 5085 I 2XL
PRCXETHAZINE HCL 25XG TABLETS tffi 258G
DIAZEPAX 5XG/KL SOLUTION1 AXP 10HG/2XL
PHEKOBARBITAL 30XG TABLET TAB 308G
OIAZEPAX 5XG TABLETS TAB 5XG
MEBENOAZOLE lOOffl TABLET TAB IOOXG
XETROXIOAZOLE 200XG TABLET TAB 2COXG
AXPiClLLIB SUSPENSION 125K/5HL POI I2JXG
AXPICILLIN 250XG CAPSULES CAP 250XG '
AXPICILLIN 500KG POKER FOR INJECT. POI 500XC/VIAL
BEHZATHIKE BENZYL PEHICILLIBE 1.2 POI 1.2XIU/VIAL
PHEKOXYXETHYL PENICILLIN 250XG TAB 250XG
PROCA1BE PENICILLIN FORTIFIED POI 300XGJ60XG/VIAL
CHLORAKPHENICOL I25XC/58L BOM25XP/XI.
CKLORAXPIIENICOL 250XG CAPSULES CAP 250MG
ERYTHROHYCIN 250XG TABLETS TAB 250MG
TETRACYCLIHE HCL 25CXG CAPSULES CAP 250XG
SULFAXETIIOXAZOL 400tTRI8F,THOPRIX 80 TAB 400XG180KG
SULFAXETHOXAZOL 200fTR!8ETHOPRIX 40 SYR 200XSMOXC/5XL
CHLCRAHPIIEKICOL POWER FOR IHJ IGR POI IOOCHG/VIAL
BYSTATIKE VAGIfiAL TABLET TAB 100,000 IU
CRISEOFULVIH 500XG TAB TAB 500K3
CKLOROQU1NE 150XG BASE TABLETS TAB 250HG=I5QXG BASE
FERROUS SULPHATE f FOLIC ACIO TAB 60WM.25XG '
PROPRANOLOL 40KG TABLETS TAB 40XG
TRIAXTEREBE 508GfTHIAZIDE 25XG TAB 5CXG t 25XG
NITROGLYCERINE 5XG TABLET TAB 5XG '
DIGOXIB 0.25X0 TABLETS TAB 0.25MG
GENTIAN VIOLET.TOPICAL.USE PCI-25CHS
HITROFURAZCIIS 0.2S CREA8 « CRX 0.2S.23GR TU8
STERILE GAUZE IXPREGNATEO PARAFIBE 'PACKET STERILE
HYOROCORTISOBE ACETATE IX SiCIH OHT IS,5 CR TUB
BENZYL BEKZOATE 25S E8IILSIOS E8II 25X.60KL BTL
CHL05IIEXIDIIIE I.5S » CETRIXIDE 15? SOL I.5SH5S, 1 LIT
POVIOflBB-IODIHE IDS SOL IOX, 5COKL
FUROSE8IDE I08C/XL IBJECTABLE ASP 2Cffl X 2KL
FUROSEXIOE 40HG TABLETS TAB 4080
ALU^IBIUH IIYOROXYOE (CO!-'P.| TABLEf TAB 400X0
ABTIHEMRRIIOIOAL OIBTKENT fl«T IOCR TUB

..UfCCS.

rt * 1C flA

in OA
ona 11
•} 1 1 • i L

2M'.fl)
S22.50
onn fn

1715.04
1056.72

S?.!0
52.00

7.20
3558.80

255.00
30.00

180.00
1524.00
760.20

11500.00
1140.00
415.84

2762.50
288.00
859.00

T ? 70 . y v

1190.00
3600.00
4275.00
1029.00
5™ .if)
04.80

375.CO
1250.00
2856.00

101.10
1600.00

7.12
(0 10\<>-L'i

288.00
340.32
\<\r. t\t\
J "V'»""

I80.DO
410.40

i con nr)

040.50
on 10
•t •. L'J

|1*.1?

I l 4 f t . r o
1!8.?ft

'•'> 5

111.18
0.9.'

25.4!
£5.01
20.53
25.39
55.55
34.85

2.13
1.72
0.24

120.67
3.41
O.?i
5.14'

50.26
25.37

379.29
37.69
14.37
01.11
0.50

" 2S.03
J17.43
30.25

113.73
Ml. 1*1
33.51
22. 10
3.13

12.37
4!.55
«.20
3.53

52.77
0.23
0.59
0.50

11.22
IJ.06
5.01

13.54
62.0!
31.02

2."4
3.56

37,50
10.51

BEST AVAILABLE COPY



PACE NO.
02/21,'"*

" n.,.4,.,11 tvviH:

Idenli-
f i ra t icn
ii... i,..
t t U B V C l .

17.401
n.w
*T IA1
1 « .IjJ

17.105
17.62!
13.10!
I8.1C4
IS.!-!1

2!.!?!
22. CO!
22.0')2
25.10!
25.102
25.i''i
25.2')!
25.25:
25.2".)
i< i«<
.« . 4V"

)« I'.tiu.t/.'

25.20?
27.18!
28. 3D!
28.422
23.423
28.703
2?.! 25
2L!32
2?. !,'3
29.134
2?.222
10 1"»4 > . 4.1

29.3!!
20 i«i
23.322
20.101
29.402
31.112
31.113
32.12!
32.122
32.123
.12.121
32.-205
33.1"3
33.212
33.311
33.321
33.331

1

*

Total
Nasber

Counting
Units

40
4CO
300
100

1,900
1,090

240
100
5CO
too
200
60

5,000
50
2<;
4 8 '

120
SCO

4
50

i Arm
I, VVU

c

12
43
5

10
1,000
1,000

100
500
500

20
20
20
20
20

2
6
2
2
2
1
£

43
500
200
2?8"
I92
80

Xinajesent Sciences for Heal th / Peshanr
Re fern I Hospital Resupply

Generic N»se Counting Unit
Specifications

'

HYCSCIKE-H-BUTYLBRCKIDE 20KC/XL SOL AMP 40«3 r 2KL
HYOSCINE-N-RUTYMIRCXIDE IOKC TAB TAB ICHfl
ATROPIHE SULPHATE IXC/XL SOLUTION ASP l»3 I IKL
BISACCDYL 588 TABLET TAB 5KG
ORAL REHYDRATATION SALTS FOR IOOOCC POT FOR I LITRE
F8EDHISOLCKE SK TABLETS TAB 5KS
5SSCGESTSELJETHINYLESTRAOIOL TAB 28 PER PACK
CEXAOTSOKE 4XG/KL SOLUTION AKP 48S/KI.
OXYTETKACYCLIHE IX EYE CIliTKEMT CM IS, 3.5XG TUB
ERGQKETKINE XALEATE 0.2XG/KL AXP 0.2XG I IXL
ERCOKETRIWE XALEATE O.I25HG TABLETS TAB O.I25XG
AKINOPHYLLIKE 25MG/KL AXP 25XG/KL, I OKI
AMIWPHYLLINE lOOXG TAB lOOXG
EFlKEPHRItiE IXG/IXL AKP IXG/IXL
DEXTROSE 25* I SOL 255!, 20XI,
RINGER LACTATE SOL COKP 500HL
SOOIUX CHLORIDE 0.9X SO'LUTIOH SOL 0.9X, IOOOKL
WTER FOR INJECTIONS AST 5HL '
BEXTRAH 70, 6S I/V IH NORMAL SALINE SOL 500HL
DEXTROSE 5!E IN SALINE 0.45X BOT lOCOKL
RETINOL 50,000 IU ' TAB'SO.OdOIU
BUCCAL THF.RSOXETER F*C PIECE
BULB FOR OTOSCOPE '" PIECE
BAHESIES FOR OTOSCOPE D-TYPE, 1. 5V
VASELINE ffllTE , 50C>fO/JAR
SYRINGE HYPO, 50CC, LUER DISPOSABLE 5CCC
SYRINGE HYPO LUER DlSP.2CC.WH NED 2CC.0.1CC GRADUATED
SYRINGE HYPO LUER DISP.5CCJITH NEE 5CC.0.2CC GRADUATE .
SYRINGE WTH NEEDLE, IOCC.D1SPOSABL IOCC, .2CC GRADUATED
NEEDLE, HYPO, LUER, DISPOSABLE 23G 23G(or 246] I 1.1/4"
NEEDLE, HYPO, LUER, DISPOSABLE 19G !9G(or 20C) I I. 5"
BUTTERFLY NEEDLE SCALP VEIN 25G 25G(or 24C)
BUHERFLY NEEDLE SCALP VEIN 23G 23C(or 22C
CAI-'NULA IJ-TRAVENCUS Ll'ER 20G 20G(or I9G) I I-5/8"
NEEDLE IOAR PUNCTURE 23G 23C
NEEDLE LUKSAR PUNCTURE- 20G 20fr
BULB FOR LARYNGOSCOPE
BAHERY FOR URTDSOSCOPE
BLADES FOR SCALPEL, NO. 10 ' , PACKET OF IOO
BLADES FOR SCALPEL, NO. 15 PKT OF ICO
BLADES FOR SCALPEL 11=20, PACKET PACKET OF 100
BLADES FOR SCALPEL, 80.21 PKT OF 100
RAZOR BLAD DOUBLE EDGE LCCAL.QUAL PKT OF 5
PARAFORXALDEHYDE TABLETS TAB ICOOHG
PLASTER OF PARIS, I5CH ROLL ROLL ISCH
CREPE BANDAGE ROLL 4.5XrlOCH
GAUZE BANDAGES 3" ROLL, ONE DOZEN
A8SORBAUT GAUZE FOR OPPRESSES 20 YARD

Cost in
Pakistani

Rscces.

31.73
2.10, "0
222.00

11.00
2&0.08

220.0ft
6480.00
625.41

I I I5.PO
214.P1!
130.00
157.5?
553.00
42.00
48.00

1428.00
2760.00
440.00
380.00

1140.00
840.00
156.00
960.00
168.00
M4.03
69.50

1500.00
1 500.00
230.00
247.50
247.50
70.00
70.00

325.00
440.03
375.00
40.0!)

120.00
388.09
430.00
370.90
380. fiC
144. 15
600. CO

3636.09
2534.40
3072.09
2800.^0

1• 1

e«t ;
in

!B j
, 1

1
1.17 .' 1
7.8? N 1
7.32 v 1
^.35 " 1

i( in 1
.l.tU > •

7.25 1
213.72 1
20.63 ._ 1
35.77 1

7.06 1
U!> 1
5.20 I

19. 3l' • I
1.39 ' I
1.58 I

4MO I
91.03 I
14.51 . , I
12.53 I

- 37.60 " I
27.70 ' I
5.15 •

31.55 •
5.54 |
4.75 •
2.29 •

40.47 •
49.47 • •

7.50 •
8.16 •
0 1C •" H•i • 1 3 •

2.31 •
2.31 •

1-9.72 •
14.5! •
12.37 •
1.32, •
3.95 , •

12,°.0 •
14.18 - •
12.20 •
12.51 •

4.73 •
19.79 •

I !A .92 •
9.3.50 •

101.32 •
92.35 •

BEST AVAILABLE COPY



FAGD SO. 3
02/21 !,"!

PivJvCt Total
Miat i tosber

f icj ' ioi tei t i i ig
it,t.L^» p. ;*(.
ItJiL'Cl • Vl i l lO

33.332 30
33.31! 50
33.352 60
33.501 20
33.5S3 1,200
3J.5W 150
33.501 150
35.!!! 10
35.113 15;
1C M' *K
Ju. .1" 4J

35.115 200
35.!!? 3
35.1!! 3
36.123 6
36.121 6
35.125 2
36.126 2
36. N! 4
35.22! 30
.1'."! 60
.'*.!!' 50
:'.i:: 70
.'?/:.' :o
}'.::? 20
:?.:i2 120
i: "'. 20
;:.•:" 6
4;.?-: 12
'-.:.'! 5
\'.:o! 10,010
r.J'JJ 60

• •• -0;£; MI

Kiiiigesent Sciences for Hea l th / Feshanr
Referral Hospital Resapply

Generic Base

s

COnOll HYOROFKILIC ROLL
TRIANGULAR BANDAGE
ADHESIVE TAPE 3"
NAILBRUSH FOR SURGECK, NYLON HAIR
MINI SOAP BAR
CLOVES RUBBER BY FAIR
CLOVES RUBBER BY FAIR
CATHETER MARY FCLEY TYPE
CATHETER URINARY FCLEY TYPE

' BAG COLLECTOR URIBARY » DRAINAGE
CONCCKS STERILE
CCLCSTOKY IRRIGATION BAG
TUBE KASOGASTRIC
TUBE NASO-GASTRIC
TUBE HASO-CASTRIC
EKDOTRACHEAL TUBE, D1SFOSAPLE
EHDOTRACIIEAL TUB.OISFOSABLE LARGE
TUBE RECTAl fll!E-EYE FUWEL-EIID
PCM5P.C5E DRAIK 1" OIAI-'ETER
CATGUT PLAlii 3/0, 75C8, Wl! N'EEDLE
CATGUT" F! A I M 2/0
CATCIST CHP.O!,1!'; 2/0,75C«,STH KEECLE
CATGUT Cll?.0«5 1, 75C8 1P1TH MEECLE
fATG'JT CfflOSlC 2/0
SILX BRAIDED 3/0, 75CX, ffK SEESLE
SILK REEL !
GLYCEROL,SCLUT!GH
'•"^:;Vi.ATEO SPIRIT
"C8EEN BOOK"
PACKET FOR SEOICSBE •
PAPER PAOS BLJUff (3X4'|

Count ing Unit
Specif icat ions

"ROLL 30ocxs
1CCCX SICES
ROLL
8CW2.5CK
30 CHS BAR
SIZE 7, 1 PAI
SIZE S, I FAIR
I2CH.30ML
I6CII, 30XL

F X T t
PIECE
S I Z E S
SIZE. 18 -
SIZE"!2 '"
SXALL SIZE
LARGE mi
24FR 500HK RBR
1" OIAKETER
UEECLE 26KK,3/S,B,1!S

1,'CEOLE 30V!!14/S,R,1!i;
HDL 10SK.4/8 CVO.EM

WEEOLE ISXM.J/S.fHT

SOL 200VI,
SOL 208KL
PIECE

C«r CK
PAD OF 100PAGE

Cost in
Pakis tan i

"iifCfo.

I t Ift |\(\

110 ^^

mi f^t\

"S.Cfi
2310.00
712.50
141 CA
Mil.'"

152.50
2^1.75
173.75
370.00
105.08
!?.*«
48. 50
10 en

•50.00
I6C.CC
41.00

U£n AA
|. »!••!. VV

0 11 1A
U t t • t"

'•".',, W

• 153.10
t\c y
1">'. J,-V

I3W.10
212.1"
24'!, 50

"fi.OO
2!?.1)1)
I<:A AA
IV .'••'

3™.""

{2j01{ IC

Cost
in K

us j ?•
•

• *

47.il
7.51

71.0!
2.17

77.13
24.41
24.41
5.35
g.ni
5.73

12.20
3.45
0.5? -

' 1.60
1.60
5.2?
5.2?
1.32

51.15
V. AC

22. '••••
}\.C-
s.41
ft.*?.

li.2!
6.11
^ .23
1.17
!i.""i

25.^7
1 3*) '

'111 IA

BEST AVAILABLE COPY



PITtnui. Xinigescnt Sciences for Health / P«hi«r
L/.BIH -KIT

fKis.t Total
u .1: ii...i..ludiii' iitifi/Cl

fkc'.ioii Counting

Gener ic Nat

I5.0S!
2\325
20.327
20.33!
2?.i')2
1* l ' 1
.-•1.1

32.502
33.!!4
33.135
33.17!
33.33!
33.332
33.35"
11 i<i
J ' . fC)
11 cm.1... '11

4!.:^
! *n"
. . '

I I • « 1
11.. .1

4:.n.e

r,ni
'-\.r.i
I I MC

M.I2"

iiv,!ii;.^
I I • .1 1
T 1 .- , *

i ' ' ! f

i ' ' ' '
i t M e

4".!2!
:• JM
< • i « t
i » 1-1

i;.!.1!
r iu
' ' 1 10• . • •.
I'.'.t*

i;!ii;
i:.i{c

4!.4,C7

I:1:!!
/ i « i «T I . J .
« C l t1 1 .. 1

1

1

i
f
1

1

,

100

10
5
ej
3
3
3

30
i f )
5
C
J

2

5
10

I
2

2
1

BRUSH TO IASH CYLINDER
BRUSH TO IASH TEST TUB
HAIR BRUSH FOR MICROSCOPE
TOURNIQUET LATEX RUBBER FOR INF
DRESSING FORCEPS, THUS8, BROAD
ARTERY FORCEPS
TCRL BOOK.
ORDINARY SCISSORS, STRAIGHT
CUP MEASURING IITH HANDLE STAIN!
PAIL IITH COVER PLASTIC
ABSCRBAK7 GAUZE FOR OPPRESSES
COTTON HYDROPHILIC ROLL
LABELLING TAPE
ADHESIVE TAPE 3'
mm cAin p inA S n l cvnr imrv

TOILET PAPER
SICRCSWPE BINOCULAR OBJECTIVE
LENS PAPER
MANUAL CENTRIFUGE
ANALYTICAL BALANCE

HAEKOCLOSII^ETES PIPETTE
HAFmOBINOMETER SET
CLEANSING SPONGE
MORTAR A!i? PESTLE
TIMES {STOP WTCII)
RECiriEfrS FOR STOOL SPECIMEN
KOOD AfFLICATCRS
MICROSCOPIC SLICES 2SXJ5MS
MICROSCOPIC COVERSLIPS 20X20S!
PIPETTE, IB, SUBDIVIDED O.OiXI,
P-IPETTE,2ML SUBDIVIDED 0.01«L
PIPETTE,5ML SITOIVIOED O.OIML
PirETTE.IOKL SUBDIVIDED 0.1HL
PASTEUR PIPETTES
TEST TUBE
TEST T'JPE
GLASS RODS.SOLID
OIL DROPPER BOTTLE
DROP BOTTLE
DROP BOTTLE
CENTRIFUGAL TUBS CONICAL
RACK CCNTRIFUGE TUBE
COUNTING CHAMBER,IMPROVED
PIPETTE RBC
PIPETTE IB!)
PIPETTE CONTAINER

Costing U n i t
Specif icat ions

["SOL i.sxiis*. i LIT
PLASTIC HAIR
PLASTIC HAIR
PIECE

0 7 5 C M I I.3CK
THUMB, BROAD 1CCH
STEEL SIZE 8"
430 X SCOW
8.5'

S IOOOCC, GRADUATED
I3"il3"
20 YARD

' ROLL 300CHS
IHITE ROLL
ROLL
30 CDS BAR
1 ROLL
XIO,X40,X!00 OBJ
PKT
S. STEEL FRCC US.
CAP.IOOCVEU.TYPE
GLASS PIECE
IITH PIPETTE 2 TUBE
HAEMOHETER SAIII.!
PIECE
CHINA CLAY Di/H 6"
1 PIECE 1,'TII /LARK
I FC.PLAS. IITH Ml*
BOX OF 100
72 SLIDES/PACK
100 COVERSLIPS/PACX

GRADUATED TCP TO TIP
GRADU.TOP » CT TIP
GRADU.TfiP » NOT TIP
GRADU.TOP * NOT TIP
ISCXieXK.rYREX
IPC. !50XI6Xn,PY"EX.
IPC. 8SXI5HS .PYRCX
IPC. 6KK DIAMETER
PLASTIC 50ML
IPC.1COXLCLR. GLASS
IPC. IOOML BROTH CIAS
I5KL
PIECE
NEUBAUER\?IECE
FOR KEKACYTCXETER
FOR HEXACYTOHETER
PIECE

rest in
Piki.-tini

Rafees.

".fO
is.r
20.00
00.00
17.50
50.05
35.80
45.00
36.0?
05.00
00.00
35.00
34.00
*6.00
11 m
J l . l U

03.60
120.90

30W.M
65.oo

I f r t AA
-.M-. '1

S150/0
OA M
VI. »

2!A.15
1Cft AA

20.00
8f t.OO

icn nni,» '. ••» '

200.CP

45.00
2JS.W
17'-. 00
7'.."!)
-.40
48.00
57. C-
07.5ft

i«n nn

50.00
2?.5C
20.00
oo.OO

12.0.00
If.o.oo
35.CS

560.0!.'
45.00
00.00
70.00

Tost
in

us ;

1.55
0.53
0.66
2.17
0.56
!.65
I. IS
1.48
1 If)

3.I3
2.17
1.15
1.78
1.52
1.23
3.00
3.06

130.15
1. IT

I' 0<

54 .42
2.6i
6.0]
8.25
fi.6''
2.54

11.54
6.60
1.4?
7.75
e 11

2.4J
!.i5
1.5?
I.J1
3.22
3.30
!.65
0.0|
0.66
2.07
3.06
i.05
1.15

18.17
!.J8
2.07
2.31



PA'JE S3.
C2,'2!."il

PtcrJCt
Id:-.'.:

fiu'.ion
fcrc;.

11.535
41.505
M.6!>7

41.612
li.613
i i g i i

t i .6i5
11 S ! 1

41.621
41.523
41.625
41.525
41.527
41.628
41.529
41.531
41.532
11,533
:!.!92
i!.7ii
i i ia<
T 1 . 1 IV

1 1 1i)0

•! inn* ;. nj
i ; i l l

i i i ll
T i . l l J
I I 111

I I 11"
11.111

M.72!
41. '27
41.729
11 lie

i!, "33
41.74!
l|.'13
i< lieii. itj
41.75!
11.752
41.753
11.755
M ICft
T 1 . !.» '

41.75!
41.755
41.757
41.75''
11. '10
M iAi
I I one
-I . IW

11.108

2

Total
foster

Cccnting
Units

" i
..2

2
1
1
2
2
1
I
2
1
6

2
2
2
3
I
2
I
J

I
2
I
I
J
t

I
I
1

1
1
1
i
ii
2

;20
•

e

5
I
I
6
1

Xifiajeaent Sciences for Hea l th / Pcsftwar
•

Generic Na;e

K1CRO HAEMATOCRIT CAPILLARY TUBE
NICKEL-CHUCK ALLOY IIRE
LOOP HOLDERS

' tRIPOD STAND
SPIRIT LAWP.STEEL
KEASURICINC CYLINDER GRADUATED
MEASURING CYLINDER GRADUATED
TEST TUBS HOLDER
TEST TU8E STAND (STEEL)
STAINING JAR (PLASTIC)
BEAKER 10CKL
BEAKER 500ML
FUNNEL GLASS.
FUNNEL PLASTIC
?ASH BOTTLE,
DRAINING RACK FOR SLIDES
PETR! DISH
SLIDE BOX
ACETIC ACID, GLACIAL
UROSTIX
URIKCKETER
DIPOTASSIUM HYDROGEN1 PHOSPHATE
POTASSIUM DIHYDRCGES PHOSPHATE
CARROL R'CHSINE,
POTASSIUM DICKRCHAPE (K2CR207)
SULFOSALIf.YI.IC ACID
CIEMSA STAIN
GRAM IGDIKE
HETHYLEIIE BLUE
GLYCEROL.SOLUTICN
KETHANCL
ETHAIiflL,95 *
XETIIYLATED SPIRIT i
BENEDICT SOLUTION
XYLCL-
SODIUM CHLORIDE
BORIC ACID
SULPHURIC ACID CONC.
HYDROCHLORIC ACID CCNC.
CARBOLIC ACID(PHENOL)
OIL IMMERSION .
BLOOD UKGETS(FEATBER)
GLASS BOTTLE SROW
GLASS B5TTLE BROW
TRAY yiTH RODS STAINIK
SODIU5-! CARBONATE
LAB.RECORO BOOK.LINED
LABORATORY APRON

LABIH -KIT

Counting Uni t
Specif icatio's

"

1000 PIECES .
!FC.1^C!A,I2 INCI!
I PC. S.STEEL
IRON IITH STE. GAU2F,

PIECE STEEL
PC. 100 KL.PUSTIC

PC.5CO KL, PLAJTIC
PC.KODEN HANDLES
PC. TITH 12 HOLES
PC. JAR FOR SLIDE,

GLASS PIECE
GLASS PIECE
1 PC. TDIA.PYREX

-1PC.4" DIAS.
1 PC BITE PLASTIC
CAPACITY 20 SL-IDES
GLASS PIECE
CAPACITY 100 SLIDES
SOL 200SL
BOTTEL OF IOC STP
PIECE
POI lOOCCMS
POI 1000CMS
SOL 200ML
PCI IOOCGMS
POI IOCOGMS
PCI 2JGHS
SOL 200MI.
POI 25GKS
SOL 200XL
SOL 200ML
SOL 200ML
SOL 200ML
SOL 2CCMI.
SOL 29DUL
POI IOOOGMS ANAL GR.
POI IOOOGMS

. SOL 200ML
SOL 2MXL
SOL 200KL
SOL CEDDER *OOD OIL
200 PCS
CAP I/2KG
CAP 1/4KG
S.STEEL 450X350X25^
ICOO CMS
BOOK 100 PAGSS
ffllTE, KEO.

Co-! in
Psk i s tan i

Rupees.

325.09
100.00
50.00
20. CD
20.00

280.00 •
510.11)

8.00
47.00
50.00
38.00
85.39

380.00
60.00

330.00
10.00
50.00
10.00
32.25

258. fO
300.M
430.00
110. 91
6.12.00
.MO.fO

H25.cn
215.00
25.00

140.09
166.40
95.36

101.00
I50.n9

10.00
24.09

114. CO
235.W
11 01
1,1. V ,

28.10
16.00

100.00
85.00

130.00
n en

* O'.fl !*1
CA "fj

I C C M

;n.o?

Cost
in

U S }

10.72
3.39
1.55
0.56
0.56
1.23

16.41
0.26
1.55
1. 65
1.25
2.83

12.53
1.93

10.88
2.97
1.98
2.97
1.06
?.<J
9.89

11.18
13.19
20.84
11.21
43.70

7.01
0.82
1.62
5.41
3.'I5
3.43
5.28
0.33
0.79
3.76
7.75
9.12-
0.12 '
1.17

2L68
2.80
4.29
2.56
3.58
1.65
8.H
1.55

BEST AVAILABLE COPY

3/5



f/.JE ,'S. 3 Kana$e«nt Sciences for H e a l t h / Peshawar
LABIH -KIT

rsJscl ToU!
» T ..i: it...i.,,*
. .«.U: ItJftl'CI

f i c t ion Count ing
N'j:ber. Uni t s

Generic l.'a;c Counting 'J.iit
Specifications

Co?t in
Pakistani
Rufecs.

Cost
in

US 5

f i n i l
1 1 . ' 1 !
<<: tn j

70.123

n.!26
'1M27

w.503 ••
11.510

»»• Total *>*

I FILTER PAPER HC.J
I Pll PAPER.RAIJSE 6-8'
1 KETAL SUIT CASE TITH LOCK
2 VARXER BLACK
2 XARXER BLUE
3 COTTON CLOTH
I RULER
I PLASTIC TABLE CLOTH
1 LANTERN
1 VATER DRUM

100 SHEETS
1 QftAV
I Dvun

APROX.2.5XI.5XI FT
FERHANAIIT, PIECE
PARHANANT.PIECE
1 PC. 2 SQ. FT
PLASTIC PIECE
PIECE 3K
CAS IITfl 5 MANTLE
PIECE

3.85
310.01
450.80
28.00
32.00
66.00

5.CO
120.00
650.00
ICO.OO

''0.13
10.22
M.84
0.92
1.06
2.18
0.16
3.S5

21.44
3.30

4767140 1572.54

BEST AVAILABLE COPY



P li'C I'Ar.ju i, •. Xansjcsent Sciences for Health / Pesh«r
LAB-klT /? ,.,

Pvisot
Mini:-

fi\r.ir
II... I...

( < Am
1. i V V I

21.325
in 11*
t ... *

11 c«1

I I . I V

11 11'

.1.5.15'!
3:.: !5 2
3-.5S3
33.5C1
4!. 1C?
i|.!2i
!!.!"
41.12"
I I .-" c

' 1 IP1

M M l

•!.:••,
'*'..'•}*.
4 !.•'. 1.1
<:.-5f
i:.5'f.
4 1 . 5 I 7
11.535
4;.;o2
11.714
T .. 1 .

I t ll-i

M 111t :. i;
' \ '^

i|.321

1 1 iie•ii.'.1.

41.7.15
i;.'i;
i\.l'i
i « •/ ;
T i . 1 • ,*

4 : . r f j
« • V C* i . '. J

i s.rs*
4!. '51
"4!. '65
11.805
11.203
4!.ros
4I.9!!
9". 12.1

.1.*
"".12'i

Total
'tor

!Y'jatia|
Uni t s

.1
1
1

1
1
1
j
2
1

48
10

1
1

2
5
2

100
1
5
3
5
C
J

5
i
i
I
1
1
4
1
I
i
4
J

.T

2-
20

1
1
1
1
1
1
1
6
1
1
1
2
t.

3

Generic Nase

CHLORIIEXIDINE I.5S t CETRIKIOE
PRUSH tO TASI! CYLINDER
BRUSH TO IASB TEST TUB
TOTfl. !BOK.
ABSORBANT GAUZE FOR COMPRESSES
COTTON MKOPIIILIC ROLL
LABELLING TAPE
ADHESIVE TAFI; 3'
KIHI SOAP BAR
TOILET PAPER
LEWS PAPE3
HAEMOCLOBIHOKETE!! TUBE
BAEHOCLOBIfflKETER PIPETTE
CLEANING SPONGE
RECIPIENTS FOR STOOL SFEC1XEI!
TOO APPLICATORS
MICROSCOPIC SLI3ES 25I75.W
MICROSCOPIC COVERSLIPS 20X20KH
TEST TUBE
TEST TUBE
CENTRIFUGAL TUBE CONICAL
PIPETTE RBC
PIPETTE ?BC
MICRO IIAEKATOCRIT CAPILLARY TUBE
ACETIC ACID, GLACIAL
UROSTIX
CARBOL FUCKSIHE,
flIEKSA STAIN
GRAK ICSiliP,
METHYIEKE ELUE
CLYCEROL.SOLUTION
HETHASOL ;
ETHA!»L196 {
METIiyLATEC S P I R I T •
BENEDICT SOLUTION
XYLOL
SULPHURIC ACID COHC.
HYDROCHLORIC ACID CONC.
CARBOLIC AC'DIPHEIWLJ
OIL IffiERSION
BLOOD LANCETSI.FEATHER)
LAB.RECORD BOOK.LINED
LABORATORY APRON
FILTER PAPER .'10.1
PB PAPER, RAMGE 6-8
MARKER BLACK
MARKER BLUE
COTTON CLOTH

Counting Uni t
Specif icat ion?

I5S SOL I.5XH5S, 1 LIT
PLASTIC HAIR
PLASTIC H A I R
430 X 500HX
20 YARD
ROLL 300GHS
JHITE ROLL
ROLL
30 GKS BAR
1 ROLL
PKT
GLASS PIECE
IITH PIPETTE 2 TUBE

, PIECE
1 PC.PLAS. IITH-UD
BOX OF IOO
72 SLIDES/PACK
180 COVERS!, IPS/PACK
IPC. 150XI6MM.PYREX.
IPC. 85X15HK .PYREX
15X1
FOR HEKACYTOKETER
FOR HBUCnOKETER
1000 PIECES
SOL 200HL
BOTTEL OF IOO STP
SOL 200X1,
P0» 25C8S
SOL 208KL
P0» 258HS
SOL 208HL
SOL 200KL
SOL 200KL
SOL 200HL
SOL 2COML
SOL 200HL .
SOL 200IIL
SOL 2COJB,

. SOL 200n'L
' SOL CEBDER JWD OIL

200 PCS
BOOK 100 PAGES
WITE, HED.
100 SHEETS
1 BOOK
PE8SAIIAIIT, PIECE
ninyniuiT nic/'Cf ni.rtnur.ii) ) f l i » .u

1 PC. 2 SQ. FT

' *?l in
r a i i - t a n i

Riifces.

17.00
f .OP

1C. "9
45.00
it no
54.00
16.00
37.10
93.60

120.00
65.00
40.00

210.00
20.00

200.00
45.00

117.50
105.00
50.no
5". CO
75.00
45.CO
45.00

325.00
32.25

258.8ft
ip Art

215.0'!
25.no

140.00
I65.4C
"5.36

ini nn

iec\ nn

in.rc
11 nn
11 01

10 M. .v'>

"•fr.™

1N-.M
ot nn

255 .Ct*
50.00

3.85
3if.fli

2,1 0?
32.W
66.01)

"ost
h

I,'S {

1.53
0.26
0.13
I 10I .t'f

1.15
1.78
1.52
1.23
3.09
3.96
2.14
1.32

O.f6
i»« v J

1.48
.1..°.?
3.46
1.65,

2.17
I 10

10.72

8.5!
20.9(

0.82
4 .62
5.11

3.43
5.2?.
0.33
0.70

2.80
8.41
1.55
0.!3

1-1.22
0.92
i/5
2.!8

BEST AVAILABLE COPY

n



Hanageitfif Sciences for Heal th / Teshssar
LAB-KIT

.'.'•jslc:. Uni t s

Generic 'to "ousting U n i t
Sreci f ica t ions

"o-t in

Rapics.
in

US $

5S.12.20 185.76

BEST AVAILABLE COPY



FA'JE 110.
02/21/94

P..I..I
:-..-.'!•

f i c t i on
it... i...
I I J U J C l .

M mii .I'll
in 111
V.'.tl t

^0.212
40.213
4 0 2 1 4
40.221
^.225
49.23!
40.232
40.233
4C.234
43.24!
iO.242
18.243
in 11 »
IV.. 11

40.251
40.252
40 MJ
40.254
40.311
40.32!
iO.322
i:\323
4'A.324
iO.325
40.32?
iP.33!

1

.

Total
Niiaber

Coantiiig
Uni ts

i
t,

3
*7

2
6
S
1

1
. 1
-• 1

1

1
1
I
1
2
2
2
1
I
1
1
1

1
6

j
j

« Tots! **«

Hanagesent Sciences for Health / Peshswr
RXIH -KIT

Generic !.'aie

X-RAY FIU', 8 r 10
X-RAY FILM, 10 I 12
X-RAY FIIH, 12 x 15
X-RAY FiLKS MXI7
X-RAY DEVELOPER, PACKET FOR ICOOXL
X-RAY FIXER, PACKET FOR lOOOKL
X-RAY CASSETTE 8 \ 10
X-RAY CASSETTE 10 i 12
X-RAY CASSETTE IJ I 15
X-RAY CASSETTE 14 X!7
SCREEN 8 I 10
SCREEN 10 i 12
SCREEN 12 i 15
X-RAYS SCREEN 14 X 17
HANGER 8 z 10
HANGER 10 z 12
HANGER 12 K 15 •••
X-RAYS HANGERS 14 X 17
TANK
APRON PROTECTIVE
X-RAY GRID 12 X 15
LA3 THERSTER 0-300 CM
WTER HEATER
SAFE RE9 LIGHT
LEAD SHEET 15" X 15"

Counting U n i t
Speci f ica t ion?

ill lOOKVP/JSffi! I STAN'O
BOX OF ICO
BOX OF 100
BOX OF 100
SOX 100
PACKET FOR 10 LITER
PACKET FOR 10 LITER
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE ..
PIECE
PIECE
PIECE
PIECE'
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
LARGE L/R.llffi.O 9

Cost in
P a k i s t a n i

Rupees.

i 00000.00
1810.00
4035.00
79J5.CO
5304.00
1470.00
K70.00
1400.80
1500.00
2150.00
2550.00
750.00

1005.00
17SO.OO
2200.00
210.00
i )n nn

440.00
550.00

350'!,CO
2500.00
9350.CC

235. 00
150.00
700.00
Oi'O.OO
jip.rv;

Cost
in

• J W J

"**
V

3208.15
50.70

133.08
253.19
!74.03
48.48
48.48
45.17
52.77
70.91
84.10
24.74
35.11
55.71
72/56

14.18
14.51
I8 .M

115.44
.'.2.45

3*8.38
7,75
4.95

23.M
21.68

4.52

5102.21

BEST AVAILABLE COPY



02/21/94
Xanageaent Sciences for Kealth / Peshawar

RXRE -KIT ,
Product Total
Identi- "Jsber

fiction Counting
Busber. Units

Generic Nase Counting Unit
Specifications

Cost in
Pakiftani

Cost
in

US J

40.211
40.212
40.213
40.214
i0.22l
40.225

*'i Total

HAV FILM, 3 i 10
X-RAY FILX, 10 I 12
X-RAV FILX, 12 i 15
X-RAY FILMS 14X17
X-8AY DEVELOPER, PACKET FOR
X-RAY FIXER, PACKET FOR IOOOKL

BOX OF 100
BOX OF 100
BOX OF 100
BOX 100
PACKET FOR 10 LITER
PACKET FOR 10 LITER

ISIO.OS
40V..CO
I'M.O!)
eitu AA
JJUliUW

1470.GO
1470.CO

22PS').09

50.70
133.08
263.11
174.03
48.43
48.43

727.87

BEST AVAILABLE COPY



-FACE NO.
02/21/94

PrpiKt
I d c n t i -

i US; lOfi ',
11,-l.f*
i l JUVt 1 .

1.10!
2.14!
1 HI
...Mi

5.0fl!
17.403
32.11!
32.112
32.121
32.123
32.2*1
32.205
32.3H
32.322
32.412
32.414
32.122
32.42:
32.425
32.50!
32.523
j1 i"-:

32/2!
32. Si:
11 Oil

32.cH
11 "ii
3". 1:1

Lvsi
33. '"3
23.501

, ]':.\::
v.\r.
3:.!2J
3?.2!5
• I ' l l

3".n:
<"• 1 * »

3". 521
3?. 531
t-> <\<
•« 711

«'•' Tota l »«*

1

Total
Ussier

lount ing
ii-:, -.
VIII Id

50
20
50
50

100
1
1
1
1
1
f

1 -
1

1
I
1

6
S
4
5
t

I
1

I
t

1

1

t

t
I
I
1

SO)
2

20
IA

19
10
!
1
1
1
1
1
•

"anagesent Sciences for H e a l t h / Fesha;

•

' Generic liaae

•

KETAKINE 50HC/HL SOLUTION
PEKTAZOCIKE 3CKG/KL SOLUTIOK
FEHTAZCCINE 25KG TABLETS »
DIAZEFAnKG/HL SOLUTION
ATROPIHE SULPHATE 1HG/HL SOLUTION
SCALPEL HOLDER NO. 3
SCALPEL HANDLE NX 4
BLADES FOR SCALPEL, NO. 10
BLADES FOR SCALPEL M=20, PACKET
RAZOR SAFETY, ALL KETAl
RAZOR BLAD DOUBLE EDGE LCCAL.Q'JAL

, OPERATING SCISSORS 8LUKT/8LUKT
KAYO DISSECTING SCISSORS BLUNT
DRESSING FORCEPS, TKUIffi, BROAD
TISSUE FORCEPS, TOOTHED 2l3, 18CX
FORCEPS IIA5.STEAO KOSQUITO, CURVE!)
FORCEPS ilZXOSTATSC KELLY, CURVED .

AXPIN -KIT

Counting Uni t
Speci f ica t ions

VIAL 2JOHG r 5KI.
ASP 30HG i ItiL
TAB 25KC

. A«P ICXG/2HL
AKP IK i 1ML
N0.3 ,

PACKET OF 100
PACKET OF 100

FXT OF 5
STRAIGHT 14.5CH
STRAIGHT, I5CK
TKUKB, BROAD Jf.f«
TOOTHED 2x3, I8CH
CURVED 12.5C8
CURVED 14CM

FORCEPS IIEKJSTATIC KOCKER, SYR 14CH STRA'ICHT'''!4C>!
TOffiL CLAKPS BACKAUS I3CH
ivtf lKA^iuiv M.M'^r. | mj\,n A <Jr.i

RETRACTC.1 SSKN-XUELLER, OCUSLS END
KAYO'S FORCEPS HOLDER
NEEDLE KOLSER VAYO-HEGAR 20CM
w* OF ^""Q'r "Fcfi'ES />irvT!""
SET OF CURVED' KEEBLSS, CUTTIK"
f T i n i i c j < > <;»rpi OAV i i« IAIIP

SIDNEY TSAY SETAL
nnrcpnw* nni tu C ; T I I U I C P P ^'''Ppi

PAnAfCSMALiSHYCS TABLETS
t'i it nnnrii pAn ciinrp/\u lU'fni: nuni«AlLuuvc:i Ivi\ cui.'juvii) MI .J ' I< i.niri
n^iifxiAcp n n i t i i i* nimrTcn

.ft: -L . M...V"I* i/"| 1. VH) f | l < HbtfLl ih

• IT<MIT (»ijrAic i 7cfw TITH "r^fi1 F

SILK REEL 1
l"r'ITlTln" ^17 ^ITTflCF 1!''''n.llvlnlivi> Jns i!ni iblxuLu, .M^K
OAltP P I IC 1AnllU-jl'l llli, -V,.1
n i o r i T A n v c in icnpi tp ^tin icninr.jir.lv.il InnALvLvr, -.a1, I.". i

U f f . t t f f ' u i v n Oftiic icucn iiciiluLi Itvi.br.nii.t t"\'/ 1. I 'Lii-i i1 A
CCTi'llCilll CAIIC UAIRH'i1 fAlppPP
fblk ' JVUJH LVHU tl^btflll^ rv'.vV.L(J

rcO(1CPP DAltp PAIi^Cltn I l l tCPCIIP IOPII
ix'.bt d D".'pb i.vi'.'iA'n vnt^^Lito iu*»n

L1STON BONE CUTT!1!G FORCEPS CURVED

23CK L1f!G,25i!!i BPM9
BLUNT, 3 PRONG, 15C"
J l f U

PTni l /MIH 1A^II

SET OF SIX
SET OF SIX

01 / l"-l«
O l / l AT

5'i6"
T|D jnnft.W»*

Of"- 2 *flf

i • AI iiipTnn

I'rpnr c ifiuu i /o mmi^iubf/ ,'1 iir.jt/ U)U,n /
> V^ |* ' f t" t f i 'p rim nun

J!':."
2??K
^uniipn urn
•A'Mf't/ I.'vri

2!!!!,1

!8C«
C""VE!) I"!'H

•

I.VOI 111

' ak io tan i
uafee-v.

2SS.S4
?5.48

««.7C
74.58

8.CO
8/0

iM/C

185.00
i on
t .UV

11 no

10 AA

25/9
15/0
11 Ani*.">

ion nn
| r . , •

iro nn

IS'.OO
111/n
nn nn

IA nn

10.59
15.C?
15.89

225/9
£5/9

175.00
inn AA

A Aft

PS.:*
!36.2"
injj .nn

inn nn

200/9
55/0
53/9

!55/9
n] nn

!50/9

1I5.SP

\.v5\

in
I 'SJ

9.13
2.49

39.17
1 "4.11

0.26
0.26
6.40
6.10
0.26
0.40
0.59

. 8.82
0.41

"A"

- 5/1
3.55
5.54
3.66
i ni

j_12

1.34
A 'A

0.41!
7.42
2 .M
5.7?
3.39
A.JA

1 IA
-.t •

1.19
3.50,
160
6.69
I.S!
1.75
5.44

13.95
4.95

300.65

BEST AVAILABLE COPY



P.-/JE us.
n i M i / f t )

P»*1..*l

f:..*:,-

HJt^Et*

1.101
2. HI
.. 116

1 !*(!'

17.493
32.12!
32.123

- . 32.2C5
33.193
36.221
37.122
37.123
11 ii t
.' 1 . 6 1 .•

MI Total

ii Hariagesent Sciences for Health / Peshawr t
AKF-KIT .,

f . f U ( p ' \ f, .

Total
ii'iiBbsf

"nits

50
20
59
50

100
tI

j

1
t

.108
1fttv

10
in
10

IM

Generic "ise

•

XETAXIi'lE -50SG/XL SOLUTION
FENTAZOCINE 30XG/XL SOLUTION.
FENTAZOCIBE 25KG TABLETS
DIAZEPAX 5XC/XL SOLUTION
ATROPIHE-SULtoE IHG/KL SOLUTION
BLADES FOR SCALPEL, NO.IO
BLADES FOR SCALPEL B=20, PACKET
RAZOR BLAD DOUBLE EDGE LOCAL. QUAL
PARAFORHALDEHYDS TABLETS
PE1.'D,10SE DRAIK 1" DIAXETER
CATGUT CHROXIC 2/0,75CX,TfH NEEDLE
CATGUT CHROXE 1, 75CX IITH KEEDLE
SILK REEL. 1

Counting U n i t
Specifications

VIAL 250JW i 5XL
AKP 30ffl x 1KL
TAB 25!,'G •
AXP IDKG/2HL
AX," IKG I IKL
PACKET OF 100
PACKET OF 100
PKT OF 5
TAB IOC05IG
1" DIAMETER
NEEDLE 30KS,4/8,RND
HDL 40KX.4/8 CVD.RND

Cost in
Pak i s t an i

0']f»A*»huJ 'CC^*

3MJ.M
2?.c.-°4

75.1!
OUJf i

71.00
I9LOC
185.00

12.08
I!)!). CO

104C.OO
• 136.20

136.20
106.00

Cost
in

115 « '
UJ <f

«

SM.7J
9.43
2.49 •

30.17
2.44
6.40
6.10
0.40
3.30

34.30
4.19
4.49
3.50

6404.50 2II.23

BEST AVAILABLE COPY



Kanagessiit Sciences for Heal th / Peshanr
CNTIN -KIT

rrrfj . l
Uni-

f i c a t i o n
Kssber.

1.2?',
. 21.15!

21.25!
25.252
33.13!
33.131
33.14!
33.M2

! 33. !5!
33.131
33.331
33.332
33.50!
10 II 1Ju . in

.1?.!!3
31.12!
33.13!

" 3?.. 42!
3S.-22
32.121

35.125
3?..i:?
38.123
3°. 43S
3;. 132

3?.i33
3? 131
JS.435
3?. 135
J'.OJ
33.13"
\«..'.}f!
•» * 1 ««'

'".-I
•T*.

.'?.if !
35.157
. • ^ .
1' "V 1

3?.-!'
1* O i l« j .v i I

0",!2!
<" Tr.'.a! '

Tsta!'
MJKL.t r

('citing
Units

1

1

j

5
j
j

1 1
1
1
j
ti
ii
2
1

" 1
1
1

1
I

I
1
1

1
i
l

1
1
I
1
!
i
1
»
I

I
I

1
i

i
1
2
!
ii
1
j
j
1

M

Generic Na;:

•

LIDOCAINE 2)! SOLUTION, CARTRIDGE
" SYRINGE, KETAL, DENTAL, CARTRIDGE

NEEDLE, HYPO, DENTAL CARTRIDGE 25G
NCECLE, HYPO, DENTAL CARTRIDGE 2SG
FORCEPS JAR
JAR DRESSING IJTH COVER STAIRLESS
KIDNEY TRAY KETAL
TRAY AMMISIUX ORDINARY
DRESSING DRUK STAINLESS STEEL
STERILIZER INSTRUCT XITII COVER
ABSORBAHT GAUZE FOR COMPRESSES
CCTTCN HYDROPHILIC ROLL
NAILBRUSH FOR SURGEON, NYLON H A I R
npttr i i UAtjTU "tnpQP

DENTAL KIRROR (WITHOUT HANDLE)
EXPLORER
COTTON FLIERS, CURVE!)
ELEVATOR STRAIGHT No.34
ELEVATOR CRYERS No. 30
n.EVtfOR CRYCRS Ho. 31
CIIEATI,;-: FCRCEP
(TPER UNIVERSAL IW'EPOiO. ISO)
LOKR UNIVERSAL FCRCEP(U0.75)
FORCEPS RIGHT UPPER KOI./.R
FORCEPS LEFT UPPER KOLAR
FORCEPS UPPER PREXOLAR
FORCEPS UPPER LATERAL AND CANINE
FORCEPS UPPER ROOTS
FORCEPS LOJSR KOI.AR'
PRfEPS i<!»E8 PRE«)LAP.
FflSCEPS lASR ROOTS
»'! '•* MI i ?' mn ivn
iiivii!** ci in.•i./.sttu M,n!»

ranTi: SRAITY n
::u::ETTi-; GJACEY 12 i
lUAnv ci cAii eni IMII < I d^Aiiin
CM ' ll'l* TA.1t "i i i . i ' i i iu IvvL
rpiriir f PITIII i' l.ir.ijiii *;[ AiUbn

E'.'CENOL
2!,1!!' OXIDE
BOX, STAINLESS STEEL, FOR DENTAL
"GREEN BOOK"

Count ing U n i t
Scerif icatior,3

A'-!P I.8KL, BOX OF 50
PIECE (U5A)
25C i !-5/8", DOZEN
25G i I", DOZEN
6'DEEPJ2.S'IIOE
4"BIA«i4"DEEP
•1i!;/4'lx4"
14"il0.5'il"
6'l5'
STLSS lO'iS'13.5"
20 YARD
ROLL 300GB
SCSI2.5C8
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
P!E"E
PIECE
I'lri'E
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIE",1:
PIECE
PlfiT
PIE"!:
PlfF

! PIECE
PIECE
'PIE'T.
pir,"':
3fl!fl. P-OT'LF,..
500 CK/COIUAIKR
PIECE '- ' /
PI Erp,

!'??! in
Pakis tan i

Ra?tc?.

3M.OP
£C|\ rtrt

11 C flA

275.00
50.C8
68.88
65.09
32.80

175.00
175.75
35.00
18.80
1.00

4P.OO
15.00
it fin
LJ,\'\)

25.88
65.CO
65.nO
65. CO
80.0D

100.00
100.00
inn nn
Iv/.lru

100.00
10^.00
in^.oo
inn AA
IV'.'.1 V

108.00
100.00
!CO.O')
35.CO
30. no
15.08
ie on
J ? . f V

5.". 03
1C AA
i .' . ' •/

35.01*
S'l.M

208.CO
350.08

1C AA

I'v'St

in
US J

11 1A
I.. If.

11 l<
b l .-»•!

o.n?
1.07
I eeI.V.-

I 19
I . U

2.14
I.Ofi
e n

5.80
I. IS
0.51
0.30
!.32
0.41!
O.S2
0.82
2.14

3.30
3. 3n
3.10
3.31
J.W
3.30
).?-A

3.38
3.W
3.3'1

! '5
!.'-5
!.?2
i.15
( <%p

S.fl
'.:..«
1.15

BEST AVAILABLE COPY



r.V.T '.'-1. I Kinigcicnl Sciences for Heilth /.Pesham
C2/2I/3* KJKIT

i.'jjt! Total Generic Naie CoMti-g Unit Cos', is J'ost
Jcr.1.: l.'jsJzr Specif icat ions Paii.'laiii in

Jsstiag Sopus. • US $
.11. V H i l J

!.:.'« I LICOCAINE 2X SOL«TIO.'I, W.TRJBCE AMP I.8NI., BOX OF 50 JM.fiP
r.25! 5 Kr.EBLE, HVPO, BEIITAL CARTRI5GE 25G 25G I I J/P", DOZES 2ie.?.ft

n.252 5 KEEBLE, liyfO, CENTAL rARTP.IPGF, 25G 25G I I', BOZEH 275.^
".33! I ABSOP.BAKT GAUZE FOR fOKPRESSES 2C VARB 35 CO
.'3.332 I COTTON' H'/DROPIIILIC ROM. ML!. 30CCHS IS.M
, ; < i i J I i/Miintj rtlRRuh ( i j i I tQLi KniiOLfi} FIuCj :..!••

3S.!42 I EWJBS:. ' 30JR. BOTTLE ' V.W
11.I21 I "GREEK BOOK' PIECE 35.CO 1.15

t i i Total « t t
1083.08 35.72

BEST AVAILABLE COPY
'i

z'



i-*»'r ii'«

rii'-i 'I-
'_ !^1»

iiansgestnt Science; for Health / Feshsnr
AUDI!.' -KIT

• I, -I ! tl.,.LH,i. ; t .'j«. ;i
r. - < :n. i*n .,.* :n.I .4 I. i. ' l-JIM l«f

.'.'«'.r. .1'aitJ

Centric Kase flAI.-t ••• lUlf
Mtjflk Il>£ till I

Specific*'Sons

(*A-I :.
» l'.*V ilt

n*t.:**M«:
I J A i * k U I t

n...*fi.j|*k( *. •'M

!.!n!
2.!i!
:.!••:
t ^r t»
. . ' 1

i:.4r»
r . j S j
«,i < i i
p in

11 ••>•>
i: !2*
11 1M
'..I I

»1 •) t<
. £ • .

i;..'2'
r,'2*
)1 u;
» • * * • t

.'i..1.1;
r 4"
•• * i *
. «. • i.

'.\ < '
. fc.-.T

32.'!"
" 110. * « * * <
':.!•"
V i1'

J2.;:3
32 .424
32. -:i
12.42S
}2,iM
32.412
3.V4?
.'2.4—
u.i ' j
.'2.46I
.':.462
'l.«i
'2. M
'2.'"
32.4*.!i
.I-..".1!
32.51!
32.622
J2.s:j
!•> :i»,'L.J.:

32.625
32.£'i;
32. (>"!
ii -i .
•i if

50
JRO
•CO
!«0
!OD

1
I
i
i

!
I

1ft
iV

1:
i
ii
î
n
6

i
j
j
ii

itii
12
12
6
5
2
1
&

1

1
&

1
£

2
1
&

2
2
1
t

^

8
I
I

!
1
!
1
£

!

C

!

KETASIHS SOSO/M. SOLUTION VIA', 250KO I 5KL
PE-'-WCiKE 3DHG/HL SOI.UTIOI! ASP 30«G l !KL
FESTAZOCIIJE 25HG TABLETS • TAB 25K
DIAZEPAH SJB/Xl SOLUTION AXP 10US/2SL
ATSCPINE SULPHATE IKG/XL SCLUTIOM ASP IKG X !KL
SCALPEL HOLDER N0.3 ;'- S3.J
SCALPEL HANDLE HR 4
SLIDES FOR SCALPEL, KO.'lO PACKET OF 100
SLADES FOR SCALPEL, 1,'O.IS PKT OF iflO
BLADES FOR SCALPEL, N0.2! PXT OF 100
RMOR SAFETlf, ALL KETAI,
RAZOR BLAO OODBLE EKE LCCAL.QUAL PXT OF 5
SCISSORS DISSECTING KAVO, BLUNT CURVED I7CH
SriSSORS DISSECTING KAYO, BI.UNT a'RVED 2JCK
SCISSORS D!SSECT1!B KAYO, BLUCT STRAIGHT I7CH
SCISSORS KETZEXBAra BI.UCT CURVED 23CK
DRESSING FORCEPS, THl'SB, BROAD T.WB, BP.OAD I6CX
TISSUE FORCEPS, TCOTKED 2l3 . TOOTHED 2i3, 1I.5CX
TISSUE FORCEPS, TOOTHED 2l3, I8C«! TOOTHED 2i3, I8CX
HUNTER SPLINTER FOBCEPS . AISLED I0.5CW
nncpf i i^ cnnrCPC TUftt ig pnAin Xf'L' TIlMi't) P f > A i n icpiiL^LrJiif tu fUtvlCtb) lilvnflj t/rvl/AU 4.M.n illJnJi tmUn.1, tjln

rOKrEPS EAR, SPRING TYPE, I2.5CK ANGULAR 12.5CK
FORCEPS HALSTEAD SOSQDITQ, STRAIGHT STRAIGHT I2.5CH
FCP.f EPS KEKOSTATIC KELLY, STRAIGHT STRAIGHT 14CK- . ,-
FCRCEPS HSK3STATIC KELLY, CURVED CURVED I4CK ' '
FORCEPS KEXOSTATIC KOCIIER, STRAIGHT- STRAIGHT !4fX
FORCEPS HEKOSTATI? KOCHER, CURVED CURVED 2«i'K
FORi'EPS KYSTERECTOXY PEAN, CVD 2flC« rURVED 20C«
FORCEPS HYSTERECTCXY PEAH, STRAIGHT STRAIGHT 22.5CX
FORCEPS UTERI!! ELEVATING SCHER 22,5 22,5 CH
FORCEPS UTERINE ARTERY PHABEUF 20CS 20CH
FORCEPS SPOKC HOLDING RASIPLEY 25CK
FORCEPS INTESTINAL BABCCCK I4CXH
FOP/EPS INTESTINAL BABCOCK I58BH
FORCEPS INTESTINAL JUD-ALLIS !84H«
CLAMP INTESTINAL WYO-ROBS08 CVD CURVED 2JCK
ClAKP INTSETINAI. KAY-". RflBSON STR STRAIGHT 23CS
FflRCEPS TISSUE ALMS, 4x5 TEETH TOOTHED 4x5, 15CX
TOttl. CLAWS 8ACKAUS I3C«
FARASEUF RETRACTORS SET OF T?0 ' 28X16!,% I5CK/SET
RETRACTOR OEAVER, 21.50! ; 22HH 2I.5CS LOIK.iJraROA
RETRACTOR BEAVER, 23C« t 25ffl 23CS-! LOIK^f'ffl BROAD
HCTRACTOR DEAVER, JOCK X I3HM J^H IW.iJffl BROAD
RETRACTOR DEAVER, 30CK x 25ffi! )"•"¥ I«,25HS FROAP
RETRACTOR SENN-KUELLER, CO'JBLE END HLWIF, J PRONG, I6C«
P.nrACTOR SELF R E T A I N I N G PALFOUR BLADES SfxSftJJOxWK1.1

r?/:3E MUBLE ENDED < BIA'-'CTiT. 2"!!
Ciirm DISSECTOR AND PROPE I7.5CS 17.5"K

JI 'S .W
1110 1A
111'..'

101 01
J't i . *i

1.129.40
74. CO
8. PC
8.00

114 ̂
215.00
100. CO

7.?1!
69.40
J5.no
J6.no
J9.10
40.00
39.00
30.00
22.00
20. C1)
25.nO
is.no

If tf t f t r t
.'VV.V"

Jf.0.00
350.C3
!?,<!. (10
261. CO
1i.f;1

i 30. no
toe f ln
IO. l«"'^

l^.no
li.fl!)'

71. ?0
st.oo
SP.Ofi

I"4.CO
lio.ni)
!60.00
J2i.Pl
31.50
45. "5
55.50
54. in
IA CA

ftO^.I)

lit nn
11." V

!0 nn

Sfi/ft

1«3.7J
47.14

n:%

6".J'
2 .44
0.26
n i<
V • L\f

S.40
1 rtA
1 .«• '

6.27
0.26
|.M

1.15
M«
O.i?
:.J2
n "0
Q. AO

fl.73
A £<
"•vD

1.S2
ft.."!
1..°,"

jl.P.?
I I . 87
6.23
Ul
.1,10
«.2«
'..If
C Cl
.'. 'i

' .IP
2.51
2.77
1 no

S.^
S 27
{..2?
?.]<!

;.0!
!.,C2
!.'l
1 10

:.f-3
1 01

II <0

•Ul
i.es

BEST AVAILABLE COPY



FACE HO. I
M/11/ft |

Xinijeient Sciences Tor Keilth / Peihmr
ABOIK -KIT

Pfodact Tolal
Ideali- Nj;b«r

ficaticii Costing
Kasber. Units

Centric Nate Counting Unit
Specifications

Cost in
Fikistani
Rupees.

Cost
in

US ?
'.' ':

32.72!
•32.812
32.8!'
32.821
32.824
32.903
37.1!?

• 37.127
37.2!2
37.2S5

»t t Total *»»

2
I
1
1
1

1
1

50
50
60
10

XAYO'S FORCEPS HOLDER
NEEDLE HOLDER KATO-HECAR 20CM
NEEDLE HOLDER fANCENSTEEN 27CX
SET OF STRAIGHT NEEDLES, ROUND
SET OF CURVED NEEDLES, CUTTING
BOX STAINLESS STEEL 30i!Oi6CX
CATGUT PLAIN 2/0
CATGUT CHROX1C 2/0
SILK BRAIDED 3/0, 75CX, HH NEEDLE
SILK REEL 1

HCX
STRAIGHT 20CX
27CX
SET OF SIX
SET OF SIX

NEEDLE 28XX,3/8,CUT

40.00
40.50
60.00
15.00
15.00

175.CO
681.00
681.00
670.20
106.00

1.32
1.34
1.98
0.49
0.49
5.77

22.46
22.46
22.10
3.50

14222.87 469.09

. i .'. *,
fl/,. \ J - . ...

BEST AVAILABLE COPY



ni / i i fti
ilttf •-lili'

Xanigcsent Sciences for Health /
ARD-XIT

fiti'ticn !',-jr,l;,::

Cojfiliai I'ni!
Specificaticn

I.I!1!

2.!?!
2.112
S/"!

i ~ id]
11 in.'i. ..i
" !"
32.!2i
31.2)5
31 ' '3
33. I22
3?.2i:
37.215

Crt

!Cfl
™C
|!)P

IGft
1
11
t1

20
50
50
5C
10

KETAXIKE 5fl»;,!!!. SOIATI".!!
PRiTAJOi'lilE KHj/t1!, SO!!!T!fl!.'
('EKTAZOr'!!!; 25'W TABLETS
nnippit i (ii(*/ui cnt i iTif l i t

ATSOriHE SMIATE IXO/W. SOLUTIO,',1

BLADES FOR WEI., HO.SO
BLADES FOR SCALPEL, !«}.IS
BLADES F?R SCALPEL, J-^.21
RAZOR ELA3 DOUBLE EDGE LCCAL.QUA!.
r iTr»it* PI i ill 1 /rtnlyi'i t i . n iM i /U

CATGUT CHRC8IC 2/0
SILK BRAICro 3/0, 75CS, VTH KEEDLE
SILK REEL I

t r i l l 4Cft1** * (IMi t A l i *J»'TJ X jrii

AVP 1CK5 z IKl
TAB 25»I
A-P irMO/2-L
AMP !«« i IK!.
PACKET OF 100
PKT OF 100
PKT OF 100
PKT OF 5

flEEOLE 28H»l3/8/!.'T

1 ' ' C. P')

M2\20
1"!."I

1011 <ft

7i.ns
!0!.f,0
2!S.«8
l^O.""
6n."

S8I.S9
5? I. 00
570.20
I06.00

I13.73
i7 .U
1."5

50. J«
2.1''
6.40
7.01
6.27
1. 11

22.<6
22.<6
22.10

3.50
• '« Tola! »» t

157 315.87

BEST AVAILABLE COPY



PA'JE SO.
02/21/9^

Product
!dcr.ti-

f italic,"
tor.

2.11!
3.SO!
5 v

1 Xanagcjtnt Sciences for Heal th / Pcsnsnr
POSIT -KIT

Total
Busier

Canting
Units

3,000
ifCCO
!,COO

Generic Naae

ACETAMINOPHEN 500HG TABLETS
CI!LORPIIEKIRAH!NEXA!EATE4(K;

,KETRON!DAZO!.E 200HC TABLET

Counting I'ni'.
Specification

TAR SOOSG
TAR 4KC
TAB 20C:«

;'Cot in
Pakis tani

Rupees.

25'). 50
!'. 80

2". "9
6.326 !,(!00 SUI.FAKETIPXA'OI. 400ITRTOIKTP.I}! 80 T.W 4flP8:!i?8'.!': 2?5.M
S.7"!

13.2CI
l. ' .OOi
!7.!S!
17.621
"i 1.1 1.1. m

l'..lnA
23.30!
11. 21)!
32.235
;2.3N
32.^2
32.:23
32.42*
32."''!
U. i ' J
33.::5
33.13!
33.!33
3 '.135
33.135
33.il!
33.N2
Uj;.!
33. !(i!
33.172
33.!73
33.19!
3 -.3!!
33.321
33.331
33.332
33.34!
33.35!
33.352
33.50!

, 33.502

i flin},vju
ii
;

3,000
60
60

1,900
2
!

!0
2
2
2
2
L

\

;
|
2
1
!
2
1
I
5
1
1
1

•30
"is

6
1

30
12
6
1

12

rilLCSOCUIMS ISOtt! BASK WW.KTS
CENTIiNVICiET.TCPICAl. USE
CIIWR'IKXISIMK I .5X i CETRIKIOP \\\
ALUJ-!!!-1!';)-! IIYDROXYPE (r«>!P.) TAPLET
ORAL PEIiYDRATATICN SALTS FOR IOOOCC
OX1TTEIJAWCLIBE IX EYE OIKTKEI.T
TP.IPRCLIDINE i PSEl'COEPHEDRINE
BUCCAL TIIERWKETEP. FlC
RAZOR SAFETY, ALL HETAI.
RAZOR BLAB BOUBIE EOGE WilAL.QlMI,
OPERATIC SCISSORS BLUHT/BLUNT
BRESSIKG ff-R'TPS, TIB, BWA!)
FORCEPS IIKSJSTATIC KELLY, STRAIG»f
FORCEPS !:E!{.n?TATIC KELLY, CURVES
STAINLESS STEL'L BOX 8"i3"
ORDIXAP.Y SCISSORS, STRAIGHT
KAIL CUTTER
FORCEPS JAR
SPONGE BOK. STAINLESS STEEL
CUP MEWUR!!."; *!TH HANDLE STAINLESS
FUNNEL STAINLESS STEEL KWH 3x4.5"
KIPNEY TRAY I-'ETAL
TRAY ALUSiNIUS ORBINARY
PRESSISS DRUM STAINLESS STFEI,
BOTTLE PLASTIClASSCRTEP SCSEI CAP
BASIN PLASTIC
SOAP-BOX, 2-PIECE
PRESSURE COOKER, IOL!T
CREPE BANDAGE ROLL i
GAUZE BANDAGES 3"
ABSORBAHT GAUZE FOR 'COMPRESSES
COTTON HYBROPIIILIC ROLL
TRIAI!GULAR BANDAGE
ADHESIVE TAPE !"
ADHESIVE TAPE 3"
NAILBRUSH FOR SURGEON, NYLON HAIR
TOILET SOAP -

TAR 250Jf:=l5!!'-l-<. I'.1-?:'
POT MM
S l\\ 1 Of 1C* 1 I IT

'Jti \ .,•**' l^*| I ' l l

TAB 400HG
POST FOR 1 !.!TRF
CJIT IS, 3.5«". T!'«
TAB 2.5KG»6G!B
PIECE

PXT OF 5
STRAIGHT I4.5!"-1

THUKIl, RROA!1 I?"-!
STRAi'lHT !4i;!!
CURVED I4CH
8'i3"
3.5"

6"DEEPi2.5 t»!DE
6"PIA!,'i2"DEFP
IOOOCC, GRADUATE!*

W3UTH 3z4.5"
8!/4"r4"
14'ilO.S'il'
6'r6"
125ft1 NARROI SJl'TII
IJ'iS'
95l65i35H«, PLASTIC
IOLIT
4.5Kr!OC»
ROLL, ONE COZEN
20 YARD
ROLL 300GHS
IflOCK SIDES-
i nn' f
1 hVUb

ROLL /
8CKr2.5C«
1 PIECE M3GSS

SJO.M
4*.C'i
r.oo

2-'.0'5
! 15.80
!H.«0
260.00
52.00

7 80
30.20
Mft
19.RO
60.00
SM10

209.00
'6.00
10.00
50.00
50.50
95.01)
25.08

I'0-. -90
32.00

175.00
20.00
68.00

6.00
295.00
261.00
218. CO
210.00
18.00

13°,.flO
115.44
224.19

4.50
36.01

HI To'.a! ' ««

Cos!
in

U S )

8.26
0.49
8.38

20.7°,

1.55
7.52
4.51

1.72
0.26
1.80

0.99

1.98

U1
0.33
I.65
2.29
3.13
0.82
4.21
1.06
5.77
0.66
2.24
OJO
9.73
8.7!
9.50
6.13
0.59
4.55
3.8I~
7.40 '
O.IS
!.!9

5073.74 167.34

BEST AVAILABLE COPY



PAGE 80.
02/21/51

Kanagtsent Sciences for Health /
DAI IK -KIT

Profcc! Total
Iden t i - 'tober

Mealier, Ccjr.ting
Jlssber. (tails

Generic ilaie Co-jetting Un i t
Specif icat iors

Cost in
Pak i s t an i

Rupees.

Cost
in

U S J

17.62!
32.205
J?..W
J3.J5!
33.50!
J'.5!M
•S5.58J

2 ORAL REilYDRATAL'flN SALTS FCR IOOOCO P0» FOR I LITRi:
! RAZOR BLAD DOUBLE EDGE LQCAL.QUAI. PKT OP S

U COTTON' STRING GLAZED LEATHER S»,555 PIECE, IPT
24 GAUZE PADS, ViOIl-STERILE", 4"X4" I PIECE

I J-'AILPSUSII FCR SURCEQ!!, 1,'VLCK H A I R SCKi2.5CK
4 M I N I SOAP MS 38 SMS BAR
I LARGE PLASTIC BAG PIECE

4.56
J.02

.50

.00

37.32

9.15
0.10
0.02
O.)f
0.15
0.26
0.16

1.23

BEST AVAILABLE COPY



FACE !iO.
02/21/94

Xanagesent Sciences for Health / Fcshawr
HCHIH -KIT

Preset Iota!
M..I : tt.,.1..,
l lu l l l l - HJl l /Cl

ficatic: Coasting
I'.-»L... It* i ft"lluavCl • V l l l l d

Generic

I.23J
5.20!
5.3!l
6.50!

17.521

28.40!
23.5:1

2.1.! 13

31.223
31.225
32.314
32.333
32.4::

r.133
' I . U I
33.173
31.51)!
K 115

:• .'«

"".1:3

60 LIOCCAIIJE 2S SOLUTION
2,500 KETROKIDAZCLE 2COHG TABLET
1,000 AXPIC1LLIII 250SG CAPSULES
2,000 NYSTATISE WCIIJAL TABLET

200 ORAL REHYDRATATIOH SALTS FOR
400 OESOCESTRELfKTIilNYLESTRADIOL
80 ERCeSffiTRIKE MALEATE 0.2SC/HL

I FETOSCOPE
I SPECULUM VAGIKAL CRAVES, SMALL
I SPECULUM VAGIKAL CRAVES, MEDIUM
I SPECULUM VAGINAL CRAVES, LARGE
1 FRECMASCy TEST STRIPS

10 ARM CIRCJSFEREHCE TAP,"
'I APROJ: UTILITY PLASTIC
I .SHEETSfJG, PLASTIC.
I OPERATING SCISSORS BLUMT/BLUI-'T
i EPISIOTOSY SCISSORS, ANGULAR BRAl'll
1 FORCEPS, STERILIZER UTILITY
! FORCEPS S.nflNGE HOLDIIK SAHPLEY
1 TOffiL IWI!.
I KOliTII JjycOUS EXTRACTOR
1 ALl'^IHffl CASE TOR M1PWERY K I T
2 SPOKE BCK. STAINLESS STEEL
I KIDOTTRAYTOI.
1 SOAP-BOX, 2 PIECE
! NAILBRl.'SH FOR SURGEON, NM) HAIR

!,000 COIIX'S STERILE
2 HAEKOGLOBHWKETER PIPETTE
I HAESMLOSISCffiTER SET
1 BEAKER 5081
1 BEAKEP. 50CHL
2 URCSTIX

HYDROCHLORIC ACID COSC.
BLOOD LA!!CETS(F£ATHER]
LA8.RECORD BCOX.LIHED
FLASH LICIiT.PREFCCUSEO
MARKER BLACK

Count ing Uii it
Specif icatie,"

ASP 10XL
TAB 20CHG
CAP 25CHG
TAP, ICe.OOO 11!

:c m FOR i LITRE
TAP- 28 PER TACK
A K P f l . 2 S ! x IK,'.
FIEfK
SIM:,:. SIZE
mm S IZE
LARGE SIZE
BOTTLE OF 70 STRIPS
PI8CE
90GH« x INK
910 X 1800.%'
STRAIGliT 14.5CK
I45ffi SS
200KK VAUG!!!! SS
25CH
430 X 5COKH
FOR KEOIWTE
All!)-!. LIB * HAKPS.E
e'OIA'-M'DF.EP
8l/4'r4"
95x63xJ5«H, PLAST!-:
8CHi2.5CK
P K T 4
KITH PIPETTE 2 Tl'DE
uiciiAHpTpn p i n r i
*irhnj7.t.-lLt\ Onli^i

GLASS PIECE
CLASS PIECE
BOTTEL OF 100 STP
1000 GXS(EBTA}
Sv(> 20 1 nil

SOL 200KL
200 PCS
BOOK ICO PAGES
1/2 m CELL I . JV
FERHANAliT, PIECE

Cost in
Pakis tani

Rupees.

2J0.22
6),' .00

l!50.(!0
l5M.cn
155..10

IP.180.M
171.25
22.00
iO.fi1)
J2.CO
45.ro

1500.00
•50.00

:25.00
75.PO
IS.OO
32.CO
33.50
17.00
45.00
it ni\
1 .' . VV

ZOi'.OO
6B.50
65.00£..oo

< (A
" . .'V

3700.00
70.CS

250. 1C
I'i.SC
*2.$c

5,'S.CC
S2J.CP
I55.CC

2R.CC
?5.CO

255.CO
150.00

2S.CO

Cost
in

US J

7.92
20.94
37.93
52.11
15.04

356.20
5.65
0.73
1.98
I . J 9
I .4S

49.47
1.98
4 .12
2 . 4 7
0.59
1.05
1.10
1.55
1.48
1.48
6.60
2.29
2.14
0.20
0.15

122.03
2.31
8.25
0.64
1.41

I7.02"1

27.14
5.15
0.92
2.80
8.41
4.95
0.92

23550.33 780.03

BEST AVAILABLE COPY
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Hanajeaent Sciences for Heal th / Fesnam
;' HCII-KIT

Prri-JtJ Total
Mtr'.i !.';!bc<r

f iu t ica 'anting

Generic l.'sst

1.253 60
6.20! 2,500
6.31! 1,000
6.501 2,000

•1 rni-t.,., I
in eit* '. jt.1

2".503
36.!!5
41.!2-
41.524

-41.5.26
4!.704
11.733
~.\:lij

41.155

99.123
t!t iota! nt

1VJ

OA

!0
2.0CO

3

LIDOCAINS 2*.SOLUTION
KETKOKIBAZOLE 200KO TABLET
AHPICILL!!,1250KG CAPSULES
IJYSTATIHF, VAGIJIAL TABLET
OSAL REHVDRATATION SALTS FOR
CESOGESTSELfETIMIfVLESTSADiOl,
ERGOffETR!!!Z KALEATE 0.2KG/«L
PREGKAIiCy TEST STRIPS
ARM CIRCIHFERENCS TAPE
CftBOOHS STERILE
HAEKOGLCSIHCHETER PIPETTE
BEAKER 50»i,
BEAKER 500KL
UROST1X
ETHAHOL.96 X
HTOEGCHLORIC ACID COJfC.
SLCOD LA!,'CETS(FEATHER)
IAB.RECORB BOOK,L!!,'EO
KARKER BLACK

• Count in$ Unit
Specifications
.
* f"

AKP ICXI.
TAB 2«
CAP 250KG
TAB 100,000 III

IOOOCC PCI FOR I LITRF.
TAB 28 PER PACK
AMP 0.2KG r !«!. ,
BOTTLE OF 70 STRIPS
PIRCE
PXT<
TITH PIPETTE 2 TOS
CLASS PIECE
CLASS PIECE
BOTTEL OF ICC STP
SOL 200XL
SOL 20C«L
200 PCS
BOOK ICO PAGES
PERSANAIIT, PIECE

Cost in
Pakistani
Rupees.

240.22
6.15.CO

I If 0.00
1530.00

• 1JS.OO
lAonn on
IV'.". -.IIV

121.25
I500.50
£A fifi
VJ t V7

110ft flft
JIV '.V1'

f^c "f*

r.nc
n ni\i i. * /

5 16. Oft
155.00
28.00
85.09
255.CO
28.00

Cost
in

- US$

7.92
20.94
J7.?J
52.11
15.04

356.20
5.65
49.47
1.98

122.03
3.46
1.29
1.41

17.02-
5.15
0.92
2.SC
8.41
0.92

7!0.67

BEST AVAIUBLE COPY



"ansgeient Sciences for Health / feshaiar
mielH VITI Horn -Ml

ProJact Tola!
!ccfi!i- !,'«ber

f : *c* !**- ^-"1-f (»»»1 !»•'. 1U1. .built 1115

Generic Naa Counting I'ni- Cost in Cost
Spec i f i ca t ions Pakis tani in

Rupees. US 5

H.IJS
.',1.503
"1.I2J

1M35

tu Total *«*

25 ORAL RCTOSATATIC!! SALTS: FOR IOOOCC POT FOR ! LITM
1 Cl'P KEASURIHG -TITH HANDLE STAINLESS ICCOC!.1, SRABI'ATEI)

25 XI!,1! SOAP BAR 30 CMS BAR
2 MARKER BLACK ' ' PERXANANT, PWE

PERSONAL HYGIENE.PCSTER PIECE
IXUCIZATION.PCSTER PIECE
CONTROL OF DIARRHEA1, DISEASES .CHART PIECE
SAFE HOTIIERIIOOD.FllPCIiART PIECE
SHOULDER SAG (ARKY GREEN) PIECE

5J.OO
?C..CO
4?. 75
2S.OS
30.00
30.00

175.00
210.00

40.00

713.75

0.02
0.99
0.99
5.77
6.9)
1.32

23.54

BEST AVAIUBLE COPY
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Hanageaent Sciences for Health / Pcsharar
CHVIH -KIT

Prchcl Total
I dent i- Nusber

fication Counting
Kcsbcr. Units

Generic llaie Counting "nit
Specifications

Co."' in
P a k i s t a n i

Cost
ft!

US }

2.!!!
6.101
6.3.'6
5.32?.
10.10!
13.205
13.601
15."02

21.101
25 '0!
31.225

32.3!'-
11 «"i

32.'.'01
33.133

33J;i
33.32!
33 .332
33.352
33.."!!
33.."!3
n( cqi

tn Total ***

100 ACETAMINOPHEN 500XG TABLETS
60 KEBENSAZOLE 1GOHG TABLET •
60 S'JLFA&STIIOXltfOL 400fTR|v:£T!!CSR!S: 80

SULFAKLTIimKL 2COITRIKETHCPRIX 4f
FERROUS SULPHAK I FOLIC ACID
GENTIAN VIOLET SOLUTION '
BENZYL BENZOATE 25X EMULSION
XYLENOL I/V
ORAL REHYDRATATICH SALTS FOR IOOOCC
OXYTETRACYCLIN'E IS EYE OINTMENT
Evv^nL iiibix.wnuibR F^C

SHEETING, PLASTIC.
OPEnATUK SCISSORS BI/JHT/SIIARP
OPERATiK SCISSORS BLUiff/BLUNT
DRESSING FORCEPS, WJX3, BROAD
FORCEPS IIEH9STATIC KELLY, STRAIGHT
FORCEPS HEKOSTATIC KELLY, CURVED

I STAINLESS STEEL BOX 8'x3"
1 SPONGE BOJL STAINLESS STEEL
1 CUP MEASURING XITH HANDLE STAINLESS
! SOAP-BOX, 2-.PIECE
2 CREPE BANDAGE ROLL
1 GAUZE BAH9AGSS 3'
1 COTTON H'/BROPHILIC ROLL
! ADHESIVE TAPE 3"
1 NAILBRUSH FOR SURGEON, NYLON HAIR
4 Hill! SOAP BAR
! RUCKSACK, NYLON

50 PACKET FOR MEDICINE

TAB SOOSG
TAB IOOKG

1 TAB 400KGf80!!G
i SYR 2flOaGl«Kr./J%

TAB 60KCI0.2SKC
SOL 60KL BTL
EHII 25S.60ML RTI.
SOL
POir FOR 1 LITRE
OUT IS, J.Sffi TVB
PIECE
910 X I8COKH
STRAIGHT IOCX
STRAIGHT M.5CB
TH'JKS;' BROAD i^S
STRAIGHT 14CK
CURVED I4CH
8'l3"
6"D!AKl2"DEE?
1COOC',1, CSADUATni)
95i55l35!-:H, PLASTIC
4.5!irlOCK
ROLL, C!IE D07.EI!
ROLL JOOGPS
nni i
Kviib

«CKx2.5CK
30 GKS BAR
PIECE .

CXr CK

S.JS
IO.SO
17.10
20.40
19.20
3.00
5.70
8.58

22.80
11.15
ic nnLJ.VV

75. CO
15.00
18.00 -
15.00
in onJi'aw

30.00
100.00
34.75
"5 .on
•5.10

17.60
If-.W
10 (\f>
I'l.'IV

37.40
!.5P
7.30

jt/i nn

1 OA
. .yw

0.28
0.36
0.5S
0.67
0.34
0,10
0.19
0.28
0.75
0.37
0.86
2.47
0.49
0.59
0.49
0.19
0.99
3.30
1.15
1.13
0.20
0.'-8
0.53
0.59
1.23
0.15
0.2«
4.95
0.13

817.93 26.98

BEST AVAILABLE COPY
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Preset Total
Identi Niiiber

fication tainting
Nurtcr.

Ximgetent Sciences for Health / Peshaiar
-KIT

Generic Haie Counting Unit
Specification]

Cost in
Pakistani
Rupees.

;^*$j^ffi$M

. ' fl^-Lra: -mti
in

33.311 43 CREPE BANDAGE ROLL 4.5NtlOCN
33.32! 32 GAUZE BAKDAGES 3" ROLL, ONE DOZEN
33.33! 13 ABSORBAW GAUZE FOR (EXPRESSES 20 YARD
33.352 10 ADHESIVE TAPE 3' ' ROLL

m Total w /

/

422.40
512.00
455.00
374.00

1763.40

16.89 ^1->C "-i"1

15.01 'ljk ''

12.34 iV'V.,

iu";;l|ii
.•^.i^h^^M

- '**-;$•*.'&$
• V i k f . - - '-. '

:;«•*&!

tilm.«; *»An..

BEST AVAILABLE COPY



Hanageaent Sciences for Health / Pcshawr
NURSE -KIT

Prohct Total , . Generic Kane

f i . i t i c n Canting
Kjsbs,". U n i t s

25. !0!

2S.403
2"..'fi2
;i e i t

10 C J 1

.".,'! 3
.'1.223

32.314
.-2.323

11 1:1

32, ."2
32.5"2
r.Sb'
JM3J

ii
50

1
j
1
I

|

1
1

1
!
ii
ii
2

6C

STETHOSCOPE
FETOSCOFE
CARD CLASPS
FLASHLIGHT RIGHT AIKLEP PRE-FOCUSED
SPECULA' VAGINAL GRAVES, SHALL
SPP'MH VAGINAL GRAVES, KEDIUJ!
SPECUil'S VAGINAL CRA'.TS, LARGE
APR''!! UTILITY PLASTIC
SiiEETi!?;, PLASTIC.
OrCRATINl1. SCISSORS il!A!(!T/8LUi!T
EPiSIOTOHY SCISSORS, ANGULAR 8RAUN
FORfSPS, STERILIZER UTILITY
FOJCEPS SPONGE HOLOIIB RAKPLEY
TC7EL BOOK.
HflUTH MUCOUS EXTRACTOR
ALWflN'JM CASE FOR XIBXIFERY K I T
SPONGE BOIL STAINLESS STEEL
KIDNEY WAY S-'ETAL
S!!AP BIX, 2-PIECE
RAIiriiJI! 1*8 SURGEON, NYLON I IAIP
GLOVES Rl'BBER BY PAIR

Count ing U n i t
Speci f ica t ion. :

PIECE
PIECE
PIECE
mil 2 BRYCE!.!, 1. 5V
SIMM C I T Cnnitt* Din*

KEOSIIM SIZE
LARGE S I Z E
SCOffi X Iffi
110 X 180PKH
STRAIGHT I4.5CH
14 Cllll 00iijnn jo
200KK VAUGHN SS
25CS
430 X JOOUK
trtn upmiiTp

ALUM. LIO i I'ANPLE
6"D!A!-!i2"CEEP
8l/4'z4"
«xS5x)?SM, PLASTIC
8CHr2.5!'H
SIZE 7, 1 PAI

Cost in
P a k i - U n i

Rupee.'.

120.00
22.00

117.00
ce nft
X'. ' .VU

f.O.CO

42.00
45.00

!2f . f iO
75.00
IS. CO
32.00
33.50
IJ M

45.00
15.00

20". -0
61.50
65.00
100
4.50

217.00

Cost
in

US }

3.15
0.73
3.85
2.14
1.18
1.31
1.48
4 .12
2.47
0.51
1. 05
1.10
1.55
1 4°
1.48
6.60
2.21
2 . I 4
0.20
O . I 5
9.80

in
1533.50 50.5?

BEST AVAILABLE COPY



PAGE K9. Hanagesent Sciences for Health / Pesl^ar Appendix VII - 2

I tea
code

Boston

Product
Nucber

Itea
Description

Gsneric NaEe

Counting Unit
Specifications

Reference Data

KEISOOA
IP11A
LIP100A
LIP2S
IIP20A
! IP36A
ASA500I
ASA300T
ASA 100 1
IBU200I
PIC30A
PIC25T
BNP03A
8NP02I
RUBOOC
CPH1I
PHZ25A
DEX.1A
AlPJA
PIA5^
PHE30M
P'«E!OOI
PNI25T
PHI! 00 I
[XI 2501
EB100I
PIP500II
NIC500I
PIP500I
LVS50I ,
( i"";nj

E1250H
AHP250Z
AHP500A
B?F!2A
PHP250I
PPF'.'OA
8P1A
H'250I
XC500H
CAP250I
[PY250I
TE1250I
GEN10A
SMI100I
DH500I
HF200L
HIIIOOI

.101

.102

.201

.202

.203

.201
2.111
2.121
2.122
2.125
2.111
2.112
2.113
2.111
2.191
3.001
3.002
3.003
1.201
5.001
r, fl07

5.003
5.001
5.005
5.006
6.101
6.102
6.103
6.101
6.105
6.201
6.'202
6.311
6.312
6.313
6.315
6.316
6.317
6.318
6.319
6.321
6.322
6.321
6.325
6.326
6.327
6.328
6.329

KEIAHINE 50HG/HL SOLUIIOH
IH10PEHIAL 10HG/ML SOLUMOH
LIOOCAINE 2\ SOLUTION
L100CAINE TOPICAL GEL 2\
LIOOCAIHE 2\ SOLUTION
LIDOCAIHE 2* SOLUTION, CARTRIDGE
ACETAMINOPHEN 500HG IA6LEIS
ACETYL SALICYLIC ACIO 300HG TABLEIS
ACEIYL SALICYLIC ACID 100(75)MG IAS
IBUPP.OFEN 200MG TABLETS
PEHIAZpCIHE 30HG/HL SOLUIIOH
PEHTAZOCIHE 25f!G TABLETS
BUPRENORPHINE HCL 0.3HG/HI SOLUIION
eUPRENQRPIIINE HCL 0.2HG SUBLIHGl'AL
RUBEFACIENIS CREAH
CilLOP.PIIEHIP.AHIHE HALEAIE 1HG
PROHEIHAZINE 25MG/I1L SOLUIION
PEXAHEIHASONE 1MG/HL SOLUIIOH
AIROPINE SULPIIAFE l.'IG/HL SOLUTION
PIAZEPAH 5HG/HL SOLUFION
PHEHOfcAfieiJAl 30HG IA8LEI
PHEHOBARBITAL IOOHG IABLEIS
PI'ENflOIH 25HG TABLETS/CAPSULES
PIIENYIOIN IOOHG TABLETS/CAPSULES
ETIIOSUXIHIPE 250HG FABLE IS/CAPS'JI.ES
HEBENPAZOLE IOOHG IABLET
PIPERAZINE SYRUP 750H(:/5HL
NICLOSAHIDE 500.1G TABLETS
PIPEP.AZIHE iOOHG TABLETS
LEVAHISOLF 10HG TABLEIS
HEIRONIDAJOLE 200HG FABLEF
MEIRONIDAJOLE 250HG TABLETS
AMPICULIN 250HG CAPSULES
AHP1CILLIN 500HG POHDER FOP. INJECT.
BEHZATHIHE BENZYL PEHICILLIHE 1.2
PHENOXYHEIHYL PENICILLIN 250HG
PRQCAINE PENICILLIN FORTIFIED
BENZYL PENICILLIN POHDER FOR INJECT
AMOXYCILLIN 250HG CAPSULE/TABLET
CLOXAC1LLIN 500HG CAPSULE
CIILOP.AHPHENICOL 250HG CAPSULES
ERY1HROHYCIN 250HG TABLEIS
TEIRACYCL1NE HCL 250HG CAPSULES
GENIAHYC1H SULPHAIE 10HG/HL SOLUIIO
SULFAHETHOXAZOL 100ITRIHEIHOPRIH 80
SULPHADIHIDINE 500MG TABLETS
SULFAHEIHOXAZQl 200»TP,!HEIHOPP.IH 10
CIILOP.AHPHENICOL POHDER FOP. INJ IGR

VIAI ?50f!G * 5HI
A!!P lOOOHG x 25HL
VIAL 50HI
GFL 2\, FUB 15GP.
AHP 10HL
AHP I.8HL, BOX OF 50
FAB 500IIG
FAB 300HG
FAB !00(?.S)HG
FAB 200HG
AHP 30HG x I ML
FAB 25HG
AHP 0.3HG " I ML
IAB 0.2HG
CP.H ' GS, I'.'B
IAB 1HG
AHP 50HG x 2ML
AHP 1!!G x !HL
AI'P l"G X IfL
AHP lOH'i/2»L
IAB 30HG
FAB IOOHG
TAB/CAP 25I"/;
IAB/CAP lOOMG
IAB/CAP 2';0!!G
IAB lOOMG
SYR 1.5G v 3f-lll
TAB 500HG
TAB SOOtlG
TAB 10HG
IPS 200HG
TAB 250HG
CAP 250HG
POH SOOMt/VIAL
POH I.2MIU/VIAL
IAB 250HG
POH 300Hf:'60HG/viAL
PQH Ini'.'/vtiiL
TA8/CAP 250IIG
(•(if 500MG
CAP 250HG
JAR 250!!0
(AP 250HG
VIAL 80MG X 2HL
TAB 101H(-»80IIG
IAS 500HG
fYP. 200!<GHOf!l-/5Hl
POH lOOOHt/VI-^L

BEST AVAILABLE COPY
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DAP100T
DAP50T
TAZ50I
TAZI50T
SIP.1A
PZM500T
EFH400T
R1F150T
RIF300T
INH100I
INH300T
YS100V
GRI125I
C0150T
PP.1151
QU1300T
QUI300A
SDP500T
FFA60I
FP.S200I
FOL1I
PI70A
VER40T
PPL10T
PPL40T
HT250I
!i!'250I
Hltm]

DIG02I
D1G05A
BZSOOH
MZ40C
C-VOOH
B2SOOC
HM600C
NIF020
SSD1C
GV60S
HIDK
BB25C
CXC500?
XHL100S
IOD10S
F'.'RIOA.,
FUP.40T '
AIH500H
C00COHI
CIM200T

2 Hanageaent Sciences for Health / PeshaHar

Product Hen Counting Unit
Nusber Description Specifications
Afghan / /
Prograi Generic Naae Reference Data

6.331 DAPSONE IOOMG TABLETS TAB IOOMG
6.332 OAPSONE 50MG TABLETS TAB 50MG
6.341 ISQNIAZIDE.100HGHHIACETAZQNE 50HG TAB 109MG » 50HG
6.342 ISONIAZIDE 300MGUHIACETAZOHE 150HG TAB 300HG » 150MG
6.343 SIREPIONYCINE POHDER FOR INJECTIONS POH lOOOHG'VIAL
6.344 PYRAZINAHIDE 500MG TABLETS TAB 500MG
6.345 ETHAMBUIOL HCL 400MG TABLETS TAB 400MG
6.346 RIFAHPICIN 150HG TABLETS/CAPSULES TAB/CAP 150HG
6.347 RIFAHPICIN 300HG TABLETS/CAPSULES TAB/CAP 300MG
6.348 ISONIAZID 100HG TABLETS TAB 100.1G
6.349 ISQHIAZID 300HG TABLETS TAB 300.1G
6.501 NYSTATINE 100,000 IU TABLETS TAB 100,000 IU
6.502 GP.ISEOFULVIHE 125MG TABLETS TAB 125HG

. .6.701 CHLORQQUINE 150HG BASE TABLETS TAB 250I1G-150HG BASE
6.702 PRIHAQUIHE 15HG TABLET TAB 15MG
6.703 QUININE 300MG TABLETS TAB 300KG
6.705 QUININE OIHYDRQCHLORIDE 150HG/HL AMP 300MG x 2HL
6.706 SULFAOOXINE 500HG*PYRIMETHAH!NE 25H TAB 500HG»25HG

10.101 FERROUS SULPHATE * FOLK ACID TAB 60I1G10.25MG
10.102 FERROUS SULPHATE 200MG TABLETS TAB 200HG
10.103 FOL1C ACID 1I1G TABLETS TAB IMG
11.101 DEXIRAN 70, 6* H/V IN NORMAL SALINE SOL 500ML
12.101 VERAPAMR 40MG TABLETS TAB 40MG
12.201 PROPAHOLOL 10HG TABLETS TAB 10MG
12.202 PROPAHOLOL 40MG TABLETS TAB 40MG
12.301 TRIAMTERENE 50HGKHCL-JH1AZIDE 25HG TAB 5QHG « 25HG
12.302 HEIHYLDOPA 250HG TABLETS TAB 250HG
12.303 HYDP.ALAZIH 10MG /25HG TABLETS TAB 10/25HG
12.401 DIGOXIN 0.25HG IABLETS TAB 0.25HG
12.402 DIGOXIN 0.25MG/HL SOLUTION AMP 0.5(!G X 2HL I
13.101 BENZOIC ACID 6*fSAL!CYlIC ACID 3* OHT/CRH 40MG "• I
13.103 MICONAZOLE CRM 40MG TUB , .,- I
13.201 GENTIAN VIOLET POHDER POH iOOGMS ',>" I
13.201 BEHZ01C ACID 6USALICYLIC ACID 3* OUT/CRM 1000HG •
13.202 HEOHYCIHE 5MG f BACITRACIH 500 IU OMI 5HG » 5001U TUB •
13.203 HIIP.OFURAZONE 0.2* CREAM CRM 0.2*, GR TUB •
13.204 STERILE GAUZE IMPREGNATED PAP.AFINE PACKET STERILE •
13.205 GENTIAN VIOLET SOLUIION SOL 60HL BU •
13.301 HYPP.QCORIISOHE ACETATE 1* SKIN OHF 1*, G1? TUB •
13.601 BENZYL BENZOATE 25* EMULSION E!JN 25's, ML BIL •
15.00! CHLORHEXIDINE 1.5* i CETRIHIDE 15* SOL 1.5U15*, 2.5 I •
15.002 XYLENOL H/V SOL ' •
15.003 POVIDONE-IODINE 10* SOL 10*, 500ML •
16.001 FUROSEMIDE 10HG/ML INJECIABLE AMP 20NG X 2HL •
16.002 FUROSEMIDE 40HG IABLEIS TAB 40HG •
17.10! ALUHIIIIUH HYDROXYDE (COUP.) TABLET TAB 400HG •
17.102 CHLQRI'IAZEPOXIDE SMGKLIDINIL'M 2.5M TAB 5HG « 2.5HG •
17.103 C1METIDIHE 200HG TABLETS TAB 200IIG •

BEST AVAILABLE COPY
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pi'rfii

mv
HU'lCfi
! ' r vC5'

Bf f «<1*

wr.vy

6";!''1'

ff Q50V.
firaj,iv

MC'O'

nr'
5 '00'
01 6 1 f r
n i^ A '*

-PTK'O
CIIH1

EP^O:*
roM;i
O'f lCI
rtpf.fitr

C1!.*:'
CPZ100!
CFZ2M
ACIZ^OA
Of"!! '.'01
PE"*M
Er'!'!0!
ffitft ift

S'-L-H!
IPP60I
D5NSK
PGR500
SCO'S

GIU5B
S31K
VA05!
Vft2Ai>i
V&I501
veiso'i
C'C|Y25'!
VC100J
EGC50!

17.301
17.40!
17 AOI

13.10!

13.102

13.103

18.104

!?.2!1
19.212
P. 213
19.221
P.222

P. 23!
19.24!

19.252

20.111

21.102

21.10!

22.00!

22.002

22.003

23.413

24.00!

24.002

24.003

25.10!

25.102
•K IrtT

25.104
25.105
25.106
25.20!
•26.20!
26.202
26.203

26.205
26.206

•27.101
27.102
27.103
27.101
27.105
27.106
27.107

PP.OHEIHAZIHE HCL 25HG TABLETS
AMIIHEHORRHOIDAL OINTMENT
HYGSCINE-H-6UTYL8RQHIDE 20HG/HL SOL
ORAL. P.EHYDRATAT ION SALTS FOR lOO'OCC
PREDNISQLOHE 5HG TABLETS
HYDHOCOP.ilSONE !OHG POHDER FOR INJ.
DEXAHETHASQNE 0.5MG TABLETS
DESQGESTP.EL'ETHINYLESIRAOIOL TAB
BCG VACCINE (DRIED) 50DOSES
BCG VACCINE (DRIED) 20DOSES
BCG VACCINE (DRIED) 10DOSES
MEASLES VACCINE (DRIED) 50 DOSES
MEASLES VACCINE (DRIED) 10 DOSES
TETANUS TOXOIO 20DOSES
POLIO VACCINE (LIVE ATTD.) 20DOSESD
DPT? VACCINE 20 DOSES
DT VACCINE 20 DOSES
SYRINGE HYPO, LUER LOCK, GLASS ICC
GXmiRACYCLIHE l\ EYE OINTMENT
SUPFACETAHIOE It EYE OINTMENT
SILVER NITRATE SOLUTION It EYE DROP
EP.GOHETRIHE MALEATE 0.2HG/HL
ERGQHEIP.INE HALEATE 0.2MG TABLETS
OXYTOCIH 10IU/ML SOLUTION
GRASS DRESSING FOR CAP EA
DIAZEPAM 5HG TABLETS
CHLORPROHAZINE 100HG TABLETS
CHLQP.PRGMAZINE 25HG/HL SOLUTION
AHINOPHYLLINE 25MG/ML
AMINOPHYLLINE 100MG
PECLONETHASONE AEROSOL 0.05HG/DOSE
EPHEDRINE 30MG TABLETS .
SALBUIAMOL ORAL INHALER 0.IMG/DOSE
SAIBUIAHQI SULPHATE 4HG TABLETS
TP.IPfiOLIDINE t PSEUOOEPHEOJUNE
DEXTROSE 25t
RINGER LACIATE
SODIUM CHLORIDE 0.9t SOLUTION
HATER FOR INJECTIONS
GLUCOSE 5t SOLUTION
SODIUM BICARBONATE 1.4* SOLUTION
RETINOL 50,000 IU
RETIHOL 200,000" IU SOFT CAPSULES
IHIAHINE HCL (V1T. Bl) 10MG
IHIAHINE HCl (VIT. Bl) 50HG
PYP.IOOXINE (VIT. B6) 25HG TABLETS
ASCORBIC ACID (VIT.. C) 100HG TABLET
EP.GOCALCIFEP.OL (VIT. D) 1.25M6

TAB 25HG
OMT 10GR TUB
'AMP 40MG x 2HL
POH FOR 1 LITRE

•TAB 5HG

•TAB 0.5HG
TAB 2S PEP. PACK
VIAL OF 50 DOSES
VIAL OF 20 DOSES
VIAL OF 10 DOSES
VIAL OF 50 DOSES
VIAL OF 10 DOSES
VIAL OF 20 DOSES
VIAL OF 20'DOSES
VIAL OF 20 DOSES
VIAL OF 20 DOSES
GLASS SYRINGE ICC
GMT It, 3.5HG TUB
OMT It, 3.5HG TUB
BIL It x 10HL
AMP 0.2HG x 1ML
TAB 0.2MG
AMP 10IU x 1ML
STRAIGHT 20 CM
TAB 5MG

AMP 50MG x 2ML
AHP 25HG/HL, 10IIL
TAB 100MG
AER 6KG X 120 DOSES
TAB 30MG
AER 5MG X 50 DOSES
TAB 4HG
TAB 2.5MGUOMG
SOL 25t, 20HL
SOL COMP 500ML
»L <)\, 1000ML
AHP 2ML
SOL 5t, 1QOOML
SOL I Mi 50ML
TAB 50,0001"
CAP 200.0001U
TAB 10HG
TAB 50.1G
TAB 25HG
TAB 100MG
TAB/CAP 1.25HG

BEST AVAILABLE COPY



PAGE NO. 4 Hanageasnt Sciences for Health / PeshaHar

Itsa
cods
loston

Product
Husber
Afghan
Prograa

I tea
Description

/
Generic Haai

Counting Unit
Specifications

/
Reference Data

IAS/CAPS COHPOUHD
TAB/CAPS COHPOUHD
PIECE
PIECE
PIECE
PIECE
1SPARE BULB
PIECE
D-TYPE, 1.5V

MOOT 27.201 HULTIVITAHINE COHPOUHD
VBOOf 27.202 VITAHIH B COMPLEX TABLETS
SmilOS 28.101 STETHOSCOPE
SPHfG-AD 28.201 SPHYGMOMAHOMEIEP. ADULT . <
IHEPHO-BU 28.301 8UCCAL THERMOMETER F*C
NFUSrOP 28.401 FEIOSCOPE
G'Ol'IAGHE 28.411 OTOSCOPE HITH DIAGONOSTJC HEAD
BULBAUIO 28.412 BULB FOR AUTOSCOPE
BAIOIOS 23.413 BATTERIES FOR OTOSCOPE
QPOID1BUL 28.421 OPHIHALMO-OTOSCOPEfDIA'GNOSTIC HEADS WARE BULB
BULBOIQS 28.422 BULB FOR OTOSCOPE PIECE
BAIOIOS 28.423 BATTERIES FOR OTOSCOPE D-TYPE, 1.5V
MFLASH15 28.501 FLASHLIGHT PRE-FOCUSED . PIECE
MFLASH1.5 28.502 FLASHLIGHT RIGHT ANGLED PRE*FOCUSED HITH 2 DRY CELL 1.5V
SPVAGP.SH 28.511 SPECULUM VAGINAL GRAVES, SMALL SHALL SIZE
SPVAGRHE .28.512 SPECULUM VAGIHAL GRAVES, MEDIUM MEDIUM SIZE
SP'.'AGRLA "28.513 SPECULUM VAGINAL GRAVES, LARGE LARGE SIZE
SPVAGP.VI 28.514 SPECULUM VAGIHAL GRAVES, VIRGIN FOR VIRGIN
SPIIPSAD 28.521 SPECULUM NASAL, ADULT SIZE ADULT
SPHASCH 28.522 SPECULUM NASAL, CHILD SIZE ' CHILD
IOHOEPME 28.531 TONGUE DEPRESSOR METAL ' 165MM
10'IDEPCH 28.532 TONGUE DEPRESSOR CHILD '. / CHILD
HOGA15D 28.533 MOUTH GAG DOYEN, 15CM - 15CM
IAP2M 28.611 TAPE METER, 2 METER - 2 METER
HESC140AD 28.621 HEIGHT SCALE ADULT, BATHROOM TYPE 140KG, 100HG
SCIP.25KG 28.622 SCALE HITH 5 TROUSERS INFANT SALTER TYPE 25KG
HAP.EIES 28.701 HAMMER REFLEX TESTING
HUL1006 28.702 MULTIS.TIX
VAS500J 28.703 VASELINE HIIITE
GLA2CC 29.112 SYRINGE HYPO, LUER LOCK, GLASS 2CC
GLA5CC 29.113 SYP.IIIGE HYPO, LUER LOCK, GLASS 5CC
GLA10CC 29.114 SYRINGE HYPO, LUER LOCK, GLASS 10CC GLASS'SYRINGE 10CC
GLA20CC 29.115 SYRINGE HYPO, LUER LOCK, GLASS 20CC GLASS SYRINGE 20CC
SYRDIS2CC 29.122 SYRING HYPO, 2CC, LUER DISPOSABLE 2CC, .ICC GRADUATED
SY.PDIS5CC 29.123 SYRINGE HYPO, 5CC, LUER DISPOSABLE 5CC,
SYP.DIS10C 29.124 SYRINGE HYPO, 10CC, LUER DISPOSABLE 10CC,
S'P.SOCC 29.126 SYRINGE HYPO, 50CC, LUER DISPOSABLE 50CC
SYHEDIS2C 29.132 SYP.IIIGE HYPO LUER DISP.2CC.HITH NED 2CC,
SYHEDIS5C 29.133 SYRINGE HYPO LUER DISP.5CC.HITH NEE 2CC,
SYHEDIS10 29.134 SYRINGE HUTH NEEDLE,10CC.DISPOSABL 10CC,
SVRPIEC 29.151 SYRINGE, HETAL, DENTAL, CARTRIDGE
HED25G 29.211 HEEDLE, HYPO, LUER, REUSABLE 256
IIEC23G 29.212 NEEDLE, HYPO, LUER, REUSABLE 23G
IJED21G 29.213 HEEDLE, HYPO, LUER, REUSABLE 216
HED19G 29.214 NEEDLE, HYPO, LUER, REUSABLE 196
HEP24G 29.222 NEEDLE, HYPO, LUER, DISPOSABLE 23G
HE022G ' 29.223 NEEDLE, HYPO, LUER, DISPOSABLE 21G
NED20G

BOTTLE OF 100 STIX
500HG/JAP.
GLASS SYRINGE 2CC
GLASS SYP.IIIGE 5CC

.2CC GRADUATED
.2CC GRADUATED

29.224 NEEDLE, HYPO, LUER, DISPOSABLE 19G

ICC GRADUATED
ICC GRADUATED

.2CC GRADUATED
PIECE (USA)
25G(OR 26G) x 1.1/8"
23G(or 24G) x 1.1/4"
21G(or 22G) x 11/2"
196{or 206) x 1.5"
23G(or 2<G) x 1.1/4"
21G(or 22G) x 11/2"
196(or 20G) x 1.5"

BEST AVAILABLE COPY
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HECHES
HEED25G
BUTIIED
EUHED23
c $ii! HI :;
CAN1NI20

*

I!E['L'J23
HEOLU20
BLTBSOO
BLIESi
RHfESI
SIAP.KA
IOP.B75CH
BRUSH
C'JHPLS
LARBLAP
-BULB
BAIIEP.f
fOP.CEPAD
FQPCEPCH
SOIIOE6
SOHOE8
P.EH1P.
fftfHftSAD
FACMASOH
HAf'RO'iPL
MPQUCHPL
MSHEE1PL
AIRGU82
AIP.GU67
SCALHOL3
SCALHAH4
BLAt'10
gi Arim
BIA020P
BLA','2!
PA.' OR
ELAD5P
ofl;na]
nofpioCH
Qf'fcSLlO
IM'QBUS
H-nocns
ci(rfii|7
SC!SD!23

5. lianageeent Sciences for Health / Peshawar 1

Product . . I tea
H'jfsber Description
frfgban /

Piogiaa Generic Nane

29.251 NEEDLE, HYPO, DENIAL CARIP.IDGE 25G
29.252 HEEDLE, HYPO, DENIAL CARIRIDGE 25G
29.311 BUIIERFLY NEEDLE SCALP VEIN 25G
29.312 BUIIERFLY NEEDLE SCALP VEIN 23G
29.321 CAHHULA INTRAVENOUS LUER 22G
29.322 CANNULA INIRAVEHOUS LUER 20G
29.325 BRUSH 10 HASH CYLINDER
29.327 BRUSH TO HASH TEST TUB
29.329 BRUSH TO HASH PIPETTE
29. -101 HEEDLE LUMBAR PUNCTURE 23G
29.402 HEEDLE LUMBAR PUNCTURE 20G
29.522 BLOOD COLLECTING PACK HITS! TUBE
29.523 BLOOD TESTING SET A.BC
29.524 Rh-FACTOR TESTING SET
29.601 STONE ARKANSAS
29.602 TOURNIQUET LATEX RUBBER FOR INFUSIO
29.604 BRUSH FOR SYRINGES
29.605 CUTTING PLIERS
31.111 LARYNGOSCOPE, 3 BLADES
31.112 BULB FOR LARYNGOSCOPE
31.113 BATTERY FOP. LARYNGOSCOPE
31.121 FORCEPS MAGILL ADULT
31.122 FORCEPS HAGILL CHILD
31.131 SONDE FOR INTUBATION No. 6
31.132 SOHOE',FQR INTUBATION No. 8 '•
31.211 REANIHATQR, AH8U TYPE, MANUAL
31.221 FACE MASK FOR REAIIIMATOR, ADULT
31.222 FACE MASK FOP. REAHIMATOR, CHILD
31.223 APRON UTILITY PLASTIC
31.224 POUCH, CLEAR POLYPROPYLENE
31.225 SHEETING, PLASTIC.
31.311 AIRWAY GUEDEL RUBBER
31.312 AIRWAY GUEDEL RUBBER
32.111 SCALPEL HOLDER NO. 3
32.112 SCALPEL HANDLE NR 4
32.121 BLADES FOR SCALPEL, NO. 10
32.122 BLADES FOR SCALPEL, 00.15
32.123 BLADES FOR SCALPEL N'20, PACKET
32.121 BLADES FOR SCALPEL, NO. 21
32.201 RAZOR SAFETY, ALL HEIAL
32.202 BLADES FOR RAZOR SAFETY DOUBLE EDGE
32.205 RAZOR BLAD DOUBLE EDGE IHF.QUAN
32.312 OPERATING SCISSORS BLUNT/SHARP
32.314 OPERATING SCISSORS BLUNT/BLUNT
32.321 MAYO DISSECTING SCISSORS BLUNT
32.322 (IAYO DISSECTING SCISSORS BLUNT
32.323 SCISSORS DISSECTING HAYO, BLUNT
32.324 SCISSORS DISSECTING' MAYO, BLUNT

Counting Unit
Specifications

/
Reference Data

25G x 1-5/8", DOZEN 1
25G x 1', DOZEN " 1
25G(or 24G) 1
23G(or 226 ' 1
22G(or 21G) x 1-5/8" 7 ' 1
20G(or 19G) x 1-5/8" .' 1
PLASTIC HAIR " " 1
PLASTIC HAIR 1
PLASTIC HAIR 1
23G 1
20G I
500ML HITH CITRATE * I

'-'-' M

1
75CH x 1.5CH •

1
1

HITH SPARE BULB •
1
1

- " 1
I
I
I
I

1900MH X 1MH •
250 X 380HM. •
?io x'leoowi •
ADULT SIZE 32HH •
CHILD SIZE 67HH •
NO. 3 •

•PACKET OF 100 •
NO. 15 •
PACKET OF 100 • •
NO. 21 •

PACKET OF 5 " •
PIECE •
STRAIGHT 10CH •
STRAIGHT 14.5CH •
CURVED 15CM •
STRAIGHT, 15CH •
CURVED 17CM •
CURVED 23CH •

.
BEST AVAILABLE COPY
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SC1S17BL
SCIS'HEI
MSISEPM5

•

•

M F O R C S I R

•

M T O H E L

.

M M I H E X J H

32.33!
32.332
32.333
32.411

. 32.412
32.413
32. 4 M
32.417
32.418
32.41?
32.42!
32.422
32.423
32.424
32.425
32.427
32,128
32.432
32.44!
32.442
32.4^3
32.444

-32.451
32.453
32.461
32.462
32.463
32.464
32.465
32.466
32.501
32.502
32.61!
32,621
32.622
32.623
32.624
32.625
32.663
32.65?
32.6=1
32.6«2
32.71!
32.712
32.72!
32.811
32.812
32.813

SCISSORS DISSECTING MAYO, BLUHT
SCISSORS HETZEHBAUM BLUNT
EPISIQTQMY SCISSORS, ANGULAR BRAUH
DRESSING FORCEPS, THUMB, BROAD
DRESSING FORCEPS, THUMB, BROAD
TISSUE FORCEPS, TOOTHED 2x3
TISSUE FOP.CEPS, TOOTHED 2x3, 18CH
HUNTER SPLINTER FORCEPS
DRESSING FOP.CEPS, THUMB, BROAD 25CH
FORCEPS EAR, SPRING TYPE, 12-5CH
FORCEPS HAtSTEAD HOSQUITO, STRAIGHT
FORCEPS.HALSTEAD HOSQUITO, CURVED
FORCEPS HEMOSTATIC KELLY, STRAIGHT
FORCEPS HEHOSTATIC KELLY, CURVED
FORCEPS HEMOSIATIC KOCHER, SIR 14CH
FOP.CEPS HEHOSTATIC KOCHEP., STRAIGHT
FORCEPS HEHOSTATIC KOCHER, CURVED
FORCEPS, STERILIZER UTILITY
FORCEPS HYSTERECTOMY PEAN, CVD 20CH
FORCEPS HYSTERECTOMY PEAN, STRAIGHT
FORCEPS UIEP.IN ELEVATING SOHEP. 22,5
FORCEPS UTERINE ARTERY PHANEUF 20CH
FORCEPS SPONGE HOLDING RAMPLEY
ARIERY FORCEPS
FORCEPS INTESTINAL BABCOCK 140HH
FORCEPS INTESTINAL BABCOCK 158HM
FORCEPS INTESTINAL JUO-ALLIS 184HN
CLAHP INTESTINAL HAYO-ROBSON CVD
CLAMP INTSETIHAL MAYO-ROBSON SIR
FORCEPS TISSUE ALLIS, 4x5 TEETH
IOHEL CLAMPS BACKAUS 13CM
TOHEL HOOK.
FAP.ABEUf RETRACTORS SET OF THO
RETRACTOR DEAVER, 18CH X 19HM
RETRACTOR DEAVER, 21.5CM X 22MH
RETRACTOR DEAVER, 23CH x 25HM
RETRACTOR DEAVER, 30CM X 13MH
RETRACTOR OEAVER, 30CM X 25MM
RETRACTOR SENH-HUELLER, DOUBLE END
HEIRftCIOR SENH-HUELLER, DOUBLE END
P.£TRACTOR SELF RETAINING BALFQUR
HOUIH MUCOUS EXTRACTOR
PROBE DOUBLE ENDED ;

CHEYNE DISSECTOR AND PROBE 17.5CM
KAYO'S FORCEPS HOLDER
NEEDLE HOLDER COLLIER
NEEDLE HOLDER HAYO-HEGAR 20CH
NEEDLE HOLDER HANGENSTEEN 27CH

STRAIGHT 17CH
CURVED 23CH
145.1N SS
THUMB, BROAD 10CH
THUMB, BROAD 16CM
TOOTHED 2x3, 11.5CM
TOOTHED 2x3, 18CH
ANGLED 10.5CM
THUMB, BROAD, 25CM
ANGULAR 12.5CH
STRAIGHT 12.5CH
CURVED 12.5CH
STRAIGHT 14CM
CURVED 14CM
STRAIGHT 14CM
STRAIGHT 20CH
CURVED 20CM
200MM VAUGHN SS
CURVED 20CH
STRAIGHT 22.5CM
22,5 CM
20CM
25CM
STEEL SIZE 8"

CURVED 23CH
CURVED 23CH
TOOTHED 1x5, 15CM

430 X 500MH
28X16MI1, 15CM, SET
18CH LONG.19MH BROAD
2L5CH LOHG,22HMBROA
23CM LOHG.25HM BROAD
30CM LONG.13MM BROAD
30CH LOHG.25MM BROAD
BLUHT, 3 PRONG, 16CH
BLUNT, 4PP.OHG, 16CM
BLADES 50x50450x75riM
FOR NEOHATE
DIAMETRE 2MM
17.5CM
HCH
12,5 CM
STRAIGHT 20CH
27CH .

BEST AVAILABLE COPY
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32.821 SET OF STRAIGHT NEEDLES, ROUND
32.822 SET OF STRAIGHT IIEEDLES, CUTTING
32.824 SET OF CURVED NEEDLES, CUTTING
32.901 STAINLESS STEEL BOX 8"x3"
32.902 STAINLESS STEEL BOX U" LONG
32.903 BOX STAINLESS STEEL 30xlOx6CM

ALUHINMIK 32.905 ALUMINUM CASE FOR HIDHIFERY KIT
33.111 LISTER BANDAGE SCISSORS, AHGULAR
33.1H ORDINARY SCISSORS, STRAIGHT
33.115 NAIL CUTTER
33.131 FORCEPS JAR
33.132 ROUND BOHL STAINLESS STEEL
33.133 SPONGE BOHL STAINLESS STEEL
33.13-1 JAR DRESSING HITH COVER STAINLESS
33.135 CUP MEASURING HITH HANDLE STAINLESS
33.136 FUHHEL STAINLESS STEEL MOUTH 3x4.5"
33.141 KIDNEY TRAY METAL
'33.142 TRAY ALUMIHIUM ORDINARY
33.151 DRESSING DRUM STAINLESS STEEL
33.152 DRESSING DP.UM STAINLESS STEEL
33.161 BOTILE PLASTICfASSORIED SCREH CAP

BASKPL 33.170 PLASTIC BASKET
33.171 PAIL HITH COVER PLASTIC
33.172 BASIN PLASTIC
33.173 SOAP-BOX, 2-PIECE
33.181 STERILIZER INSTRUMENT HITH COVER
33.191 PRESSURE COOKER, 10LIT
33.193 PARAFORMALDEIIYDE TABLETS
33.211 PLASTER OF PARIS
33.212 PLASTER OF PARIS.15CH ROLL

BAHDPL 33.215 BANDAGE PLASTER OF PARIS
33.221 TU.8ULAR JERSEY
33.222 TUBULAR JERSEY
33.311 CREPE BANDAGE ROLL
33.321 GAUZE BANDAGES 3"

GAUBAN 33.325 GAUZE BANDAGE ROLLER
33.331 ABSORBANT GAUZE FOR COMPRESSES
33.332 COTTOH HYDRQPHHIC ROLL
33.341 TRIANGULAR BANDAGE
33.349 COTTOH STRING GLAZED LEATHER SH.555
33.350 LABELLIHG TAPE
33.351 ADHESIVE TAPE 1"
33.352 ADHESIVE TAPE 3"
33.355 SAFETY PINS, MEDIUM SIZE
33.361 GAUZE PADS,"NON-STERILE", 4"X4"

DRESAID 33.362 DRESSING FIRST AID FIELD CAMOUFLAGE
GAU20X12 33.365 GAUZE SPONGE
SURPAD ' 33.368 SURGICAL PADS COMBINED

SET OF SIX
SET OF SIX
SET OF SIX
8"x3"

ALUM. L!D 4 HANDLE
ANGULAR 18CM
3.5"

»•

6"DEEPf2.5"H!DE
2.5"DIAHx2"D£EP
6"DIAHx2"DEEP
4"DIAHx4"DEEP
100.0CC, GRADUATED
MOUTH 3x4.5"
8!/4"x4"
M'xlO.S'xl"
6"x6"
8.5"x6"
125CC HARP.OH MOUTH
1 PC. 15X12X4 INCH
13"x!3"
13"x5"
95x65x35r!M, PLASTIC
STLSS 10"x5"x3.5"
10LIT
TAB 1000MG
ROLL 10 CM

3"4 X 3'4 YDS
ROLL 5CM/6CM
ROLL, 10CM/12CM
4.5MX10CM
ROLL, flllE DOZEN
4"4X10 YDS STERLIZEO
20 YARD
ROLL 300GHS
100CM SIDES
PIECE,IFT
HHITE ROLL
1 ROLL
ROLL
1.5" BY DOZEN
1 PIECE
CAHOUFLAG7 !/2"4X8"4
20X12 YDS EA
DRESSING 8*4X7'4 1/2

BEST AVAILABLE COPY



MGf HO. 8 Managesent Sciences for Health / Peshawar

I tea Product
code. li'jrber

.Boston Afghan
Prog-ae

Itea
Description

/
Generic Kane

Counting Unit
Specifications

/
Refeience Data

TQILPAP

33.36? S'JP.GICAL PADS STEP.tlZED TRIPLE 8X10 PADDI-NG READY HP.AP
GAl'l" 33.371 H'J GA'JZE IODQP.H 1X5 YDS - 1 X 5 YDS EA

33. 41! SPLINT' FOR FULL ARM, INFLATABLE
33.412 SPLIIII FOP. FULL LEG, INFLATABLE
33.413 SPLINT FOP. HALF ARM, INFLATABLE
33.414 SPLIIII FOR HALF LEG, INFLATABLE '
33.501 NAILBRUSH FOR SURGEON, NYLOII HAIR
33.502 iOILEI SOAP
33.504 TOILET PAPER
33.603 GLOVES RUBBER BY PAIR ' "
33.604 GLOVES RUBBER BY PAIR
36.!!! CATHETER URIHARY FOLEY TYPE
36.112 CATHETER URINARY FOLEY TYPE
16.113 CATHETER URIHARY FOLEY TYPE
36.114 BAG COLLECTOR URINARY » DRAINAGE
36.12! MJB£ I'ASOGASTP.IC
36.123 TUBE HASO-GASIP.IC
36.124 IU8E I'ASO-GASTP.IC
36.!!! Ji'SE RECTAL ONE-EYE FUNIIEL-EHD
36.211 fARROGAIEO RUBBER
36.221 PEHDRQSE DRAIN 1" DIAMETER
36.31! PRGGLE TUBING CONNECTORS
3'..3!2 ARGGLE TUBEIHG CONNECTORS SIZE 23

4":2?0<!? 36.313 APGGLE IUBEIHG CONNECTORS
37.!!! CAIGUI PLAIN 3/0, 75CM, HTH HEEDLE
3?.!17 CATGUT PLAIH 2/0
37.1C? CATGUT CHROMIC 2/0,75CM,HTH HEEDLE NEEDLE 30Mh,4/8,P.ND
11. 123 CATGUT CHROME !, 75CM HITH NEEDLE HOL 40MM.4/8 CVD.RHD
3?.!27 CATGUT CHROMIC 2/0
37.13! VTCRYL COATED 3/0.70CM, HTH NEEDLE HEEDLE 26MM,4/8,RND
.'7.2!! SILK BRAIDED 2/0, 75CH, HTH NEEDLE
37.212 SILK BRAIDED 3/0, 75CH, HTH HEEDLE
3'. 215 SILK 'REEL 1
37.217 SILK REEL. 2/0
37.?!<> SILK REEL 4/0
37.223 NYLQH WITH NEEDLE 2/0
3S.1H OEHIAl MOUTH MIRROR
33.121 EXPLORER
39.13! COTTOI! PLIERS, CURVED
38.135 HOODEH TONGUE BLADO PIECE
33.421 ELEVATOR STRAIGHT No. 34
3?. 422 ELEVATOR CP.YEP.S Ho. 30
3?. -123 ELEVATOR CP.YEP.S No. 31
3B.427 UPPER UNIVERSAL FORCEP(NO.ISO)

8CMX2.5CM
1 PIECE 113GMS
1 ROLL
SIZE 7.5, 1 PAI
SIZE 8, 1 PAIR
!2CH,30HL
14CH, 30ML
16CH, 30ML

SIZE 8
SIZE 18
SIZE 12
24FR 500MM RBP.

!" DIAMETER
HRI-8888-2711606
HP.I-8838-561068 S.28
I!R!-e888-280')12
NEEDLE 26MM,3/3,RND

HQBL.M'

iip

NEEDLE 30MH.3/8.CUT
HEEDLE 28Hh,3/8,CUT

PIECE
PIECE
PIECE
50 BLADES/BOX
PIECE
PIECE
PIECE
PIECE

38.4:8 LOHEP. UNIVERSAL FOP.CEP(N0.75) PIECE
38.431 FORCEPS RIGHT UPPER HOIAP. PIECE
35.432 FORCEPS LEFT UPPER MOLAR PIECE
33.433 FORCEPS UPPER PREHOLAR PIECE

BEST AVAILABLE COPY



nanageaeni Sciences for Health / HeshaHar

cods
Boston

!!u?bsr
Cfnhsn• >::•-•

Prcgra"

I ten .
Description

/
Generic (lane

Counting Unit
Specifications

/
Reference Data

38.431 FORCEPS UPPER LATERAL A!!0 CAHIHE
.'8.'135 fORCEPS UPPER ROOTS
33,'!36 fORCEPS LOHER MOLAR
38.437 fORCEPS LOHER PREMOLAR
39.438 fQPCEPS LOHER ROOTS

S'OEXCA 38.4'? SPOON EXCAVATOR . -
3e..1!l CURETTE GRACE* 1!
38.4.<2 CURETTE GRACEY 12
38.451 IVORY Cl-SCALER '

SH0PS10 38.455 SHARPENING(ARKAHSAS)STQNE
nilOl 38.45? FILLING TOOL
CEHS'A 38.459 CEMEHI SPATULA

38.7!LFILLING IHSTRUMEHT
38.72l's?OOH EXCAVATOR
38.731 CEMENT SPATULA
38.741 2IHC OXIDE POKDER
38.742 EUGENQL

210XID 38.745 2IHC OXIPE
HH'PEPO 38T751 HYDROGEN PEROXIDE

38.811 BOX, STAINLESS STEEL, FOR DENIAL
38.911 ELECTRICAL TOOTHDP.ILL HITH HEAD
39.111 AMPUTATION SAH SATTERLEE, 31CH
39.41! BOHE FILE 20CM
39.421 RASPAIORY FARABOEUF, CVD, 15CH
39.521 LAHGE-HOL2HAHN 80HE LEVER 27CH
39.531 FERGUSON 80NE HOLDING FORCEPS
30.61! FORCEPS BOHE RONGEUR JAHSSEHS 18CM
39.711 LISTOH BONE CUTTING FORCEPS CURVED
40.10! X-RAY MACHINE PORTABLE, MOBILE STAN
•10.211 X-RAY FILM, 8 X 10
40.212 X-RAY FILH, 10 x 12 -
40.213 X-RAY FILH, 12 X 15
40.214 X-RAY FILMS 14X17
40.221 X-RAY DEVELOPER, PACKET FOR 1000HL
40.225 X-RAY FIXER, PACKET FOR 1000HL
40.231 X-RAY CASSETTE 8 x 10
40.232 X-RAY CASSETTE 10 X 12
40.233 X-RAY CASSETTE 12 X 15
40.234 X-P.AY CASSETTE 14 X17
40.24! SCREEN 8 X 10
40.242 SCREEN 10 x 12
40.243 SCREEN 12 X 15

XSCREEN 40.244 X-RAYS SCREEN 14 X 17
40.25! HANGER 8 x 10
40.252 HANGER !0 x 12
40.253 IIAHGER 12 x 15
40.254 X-RAYS HANGERS 11 X 17
40.311 IAIIK

PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE

500HG BOTTLE
30ML BOTTLE
500 GM/COHTAINR
250 ML/BOTTLE
PIECE

3ICM
20CM
CURVED. 15CM-

l'

21CM
1SCM
CURVED, 19CM
100KVP/35MH < STAND
BOX OF 100
BOX OF 100
BOX OF 100
BOX 100
PACKET FOR 10 LITER
PACKET FOP. 10 LITER
PIECE
PIECE
PIECE
PIECE
PIECE '
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE
PIECE

BEST AVAILABLE COPY



I P AGE NO. 10 Management Scisncss for Hsalth /

Itet Product Hea
code Husber Description

Sostsn Afghan /
Prograa Generic Naae

40.321 APRON PROIECIIVE
40.322 X-RAY GRID 12 X 15
40.323 LAB THERHOMEIIR 0-300 CM

XRftHAIER 40.324 HAIER HEATER
VRASAF 40.325 SAFE RED LIGHT

41.105 MICROSCOPE BINOCULAR OBJECTIVE
41.111 HAHUAL CENTRIFUGE
41.115 ANALYTICAL BALANCE
41.123 HAEHOGLOBIHOHETER TUBE
41.124 HAENOGL08INQMETER PIPETTE
41.125 HAEHOGLOBINOMEIER SET
41.127 DISTILLATION APPARATUS
41.129 MORTAR AND PESTLE
41.131 TIMER (STOP HATCH)
41.405 RECIPIENTS FOR STOOL SPECIMEN
41.407 HOOD APPLICATORS
41.411 MICROSCOPIC SLIDES 25X75MM
41.413 MICROSCOPIC COVERSLIPS 20X20MH
41.415 PIPETTE, 1HL SUBDIVIDED 0.01ML
41.421 PIPETTE, 2HL SUBDIVIDED 0.01ML
41.423 PIPETTE, 5HL SUBDIVIDED 0.01ML
41.425 PIPETTE, 10HL SUBDIVIDED 0.1ML
41.428 PASIEUR PIPETTES
41.431 TEST TUBE
41.433 TEST TUBE
41.438 GLASS RODS .SOLID
41.440 OIL DROPPER BOTTLE
41.441 DROP BOTTLE
41.445 DROP BOTTLE
41.455 CENTRIFUGAL TUBE COMICAL
41.515 COUtMIHG CHAMBER. IMPROVED
41.516 PIPETTE RBC, Kill! RUBBER TUBING
41.517 PIPETTE HBC, HUH RUBBER TUBING
41.525 E.S.R HESTERGREH TUBE
41.53! STAND FOR E.S.fi.HESTERGREN TUBE
41.535 MICRO HAEMATOCRIT CAPILLARY TUBE
41.605 NICKEL-CHROM ALLOY HIRE
41.607 LOOP HOLDERS
41.608 MEASURING FLASK STOPPERED
41.60' MEASURING FLASK STOPPERED
41.610 MEASURIHG FLASK STOPPERED
41.611 HQODEN BLOCK FOR LOOP HOLDERS
41.612 TRIPOD STAND.

% 41.613 SPIRIT LAHP.SIEEL
4I.6H.HEASURIC1HG CYLINDER GRADUATED
4 1.615 'MEASURING CYLINDER GRADUATED
41.616 MEASURING CYLIHOEP. GRADUATED
41.617 TEST TUBE HOLDER

PeshaHar

Count in? Unit
Specifications

/
Rsferencj Data

PIECE
PIECE
PIECE
PIECE
PIECE
X10,X40,X!00 OBJ
S. STEEL FRCC HIS."
CAP. 100GH.JEKL. TYPE
GLASS PIECE
HITH PIPETTE 2 TUBE
MAEHOHETEP. SAHLI
1UHIT S.SIL 2LIT CAP
CHINA CLAY DIAM 6"
1 PIECE WITH ALARM
1 PC.PLAS. HITH LIO
BOX OF 100
72 SLIDES/PACK

• 100 COVERSL IPS/PACK
GRADUATED TOP TO TIP
GRADU.IOP & HOI IIP
GP.AOU.IOP J HOI IIP
GRADU.IOP 4 HOI IIP
150X16KM.PYP.EX
IPf. 159X16MH.PYPEX.
1PC. 85.<lSri!1 .PYP.EX
1PC. 6MM DIAMETER
PLASTIC 50«L
1PC.100ML CLR. GLASS
1PC.100ML BP.QHH 6LAS
15ML RUBBER TUBING
NEUBAUER\P!ECE
FOR HEHACYIOMETEP. :>'
FOR HEMACYTOHETER
1 PC.
1 PIECE
1000 PIECES
1PC.1MM DIA.12 INCH
1 PC. S.SIEEL
GLASS 100HL
GLASS 250HL
GLASS 500HL
KOODEN BLOCK
IRON HUH SIE. GAU2E
1 PIECE STEEL
1 PC. 100 HL. PLASTIC
1PC. 250 HL.PLASIIC
1 PC. 500 HL. PLASTIC
1 PC. HQODEN HANDLES

BEST AVAILABLE COPY



FAGE '"> II Hanagenent Sciences for Health / Peshawar

• HSJ
cods

Boston

Product
Husber
Afghn
Prcgraa

Itee
Description

/
Generic Naae

Counting Unit
Specifications

/
Reference Data

•11.62! TEST IU3E SIAHO (SIEEL)
41.622 BRUSH FOE HASHING
-11.623 SIAl'UNG JAR (PLASI1C)
'11.62) BEAXEP. 50HL
41.625 BEAKER 100HL
41.626 BEAKER 500HL *
41.627 FUNNEL GLASS
41.629 FUHHEL PLASTIC
41.629 HASH BOTTLE,
41.631 DRAINING RACK FOR SLIDES
41.632 PETP.l DISH
41.633 SLIDE BOX \
41.635 DIAMOND PENCIL !

41.639 ARTERY FORCEPS.
41.702 ACETIC ACID, GLACIAL
41.707 SODIUM PHOSPHATE,(NA2HP04 2H20)
4!.?08 D!POTASSIUM HYDROGEN PHOSPHATE
41.70? PQIASS1UHE DIHYDROGEN PHOSPHATE
41.710 POTASSIUM OXALATE
41.711 CARBOL FUCHSINE,
41.712 SODIUM FLURIOE
41.713 POTASSIUM DICHROHAPE (K2CR207)
41.714 SULfOSALICYLIC ACID
41.717 GIEMSA STAIN
41.72! GRAM IODINE
41.727 HEIKYLENE BLUE
41.729 GLYCEP.QL,SOLUTION
41.732 IRISOOIUri CITRATE,AHHYD
41.735 ME1HAHOL
41.733 EIHANOL.96 \
41.74! HEIHYLALED SPIRIT
41.743 BENEDICT SOLUTION
41.745 XYlOl
41.747 FORMALDEHYDE SOLUTION
41.75! SODIUM CHLORIDE
41.753 SULPHURIC ACID C01IC.
41.759 CARBOLIC ACIO(PHENOL)
41.761 OIL IMMERSION
41.765 BLQQP LANCETS(FEAIHER)
41.766 GLAS BQITEL FOR REPACKING, AMBER
41.767 GLASS BOTTLE BROHN
41.769 GLASS BOTTLE BROHN
41.773 H'JG HUH HANDLE
41.779 PLASTIC TUB
41.785 PENCILS '
41.790 TRAY HUH RODS STAINING
41.792 RULER PLASTIC
41.793 SODIUM CARBONATE

1 PC. HUH !2 HOLES
HASH CYL,PIPE,!.TUB
1 PC.: JAP. FOP. SLIDE,
GLASS PIECE
GLASS PIECE
GLASS PIECE
1 PC. 4"DIA.PYREX
1PC.4" DIAM.
1 PC HHITE PLASTIC
CAPACITY 20 SLIDES
GLASS PIECE
CAPACITY 100 SLIDES
1 PIECE
SIEEL SHE 8"
SOL 200ML
POH 1000GHS
PQH lOOOGf.S
POH l.OOOGHS
POH lOOOGriS
SOL 200HL
POH 1000GHS
POH 1000GMS
POH 1000GI1S
POH 25GHS
SOL 200HL
POH 25GHS
SOL 200HL
PQH 1000GHS
SOL 200.1L
SOL 200ML
SQL 200ML
SQL 200HL
SOL 200HL
SOL 200HL
POH 1000GMS AtlAL OR.
SOL 200HL
SOL 200ML
SOL CEDDER HOOD OIL
200 PCS
CORKS, CAPS !, LABELS
CAP 1/2KG
CAP 1/4KG
1 PC. PLASf.'C
CAP. 5 LITRE
PENCILS
S.SI EEL 450X350X25HM
1 PC.
1000 G!!S

BEST AVAILABLE COPY



PAGE NO. 12 Hanjgeaent Sciences for Health / Psshanar

Its-'
code

Boston

S'.'PCOE

HARKBLACX

COIICLQ

lAHURM

Product
Nunbsr
Afghan

Progran

^1.805
•fl.807
41.905
•11.911
•11.913
95.501
95.502
99.111
9°. 12!
99.123
"9. 124

99.125
99.126

9'5.!2?
9Q.30!
99.503

lies
Description

/
Generic Nase

IAB.P.ECORO BOOK,HITH FILE COVERS
SAFE I!GUI
F R I E R PftPER HO. l
PH PAPER,RANGE 6-8
FLASH LiGHI
RUCKSACK, NYLON
HETAL SUIT CASE Hill! LOCK
flELDNta.HUAL, DRUGS
"GREEN BOOK" -
MARKER BLACK
HAP.KEP. BLUE
BALL-PEHS
COTTON CLOIH
RULER
PACKET FOP. HEOICINE
LAHIEP.H

Counting Unit
Specifications

/
Reference Data

HHIIE SHEETS 2 REHS
CHARGEABLE
100 SHEEI5
1 BOOK
1 PC. HITII 3 CELLS
PIECE
APP.OX.2.5X1.5X1 FT
PIECE
PIECE
3 PRHT.BLACK MARKERS
3 PP.HT.BLUE MARKERS
BALL-PENS PIECES
1 PC.-2 SO; FT
PLASTIC PIECE
CHx CM

GAS HITH 5 HAHILE

BEST AVAILABLE COPY



Appendix --VI1 " 3

Organization of the MSH Warehouse

Team Leader

Procurement &
Management Advisor

Warehouse Manager

Pharmacist
1

Quality
Control

Receiving &
Issuing Line

Bulk Store Kit Siorc Inventory Control
(Stock Record

Section)

Security Staff

"/"

Chief iccunly f uard
Security £iunh

BEST AVAILABLE COPY

^*
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Appendix VII' - 4

List of Afghan Drug Depots Supported by MSH

1. SCNA Rokha Depot in Panjsheer District Zone 2,

2. SCNA Faisabad Zone 5

3; SCNA Balkh Zone 3

4. SCNA Takhar - Taloqan Zone 1

5, oSWA Herat Depot at Talab

6. SSvJA Farah Depot

7. SSWA Badghis Depot

S. f^SWA Ghor Depot

9. HCPP Khost Depot

10. HCCA Wardak Depot

11. HCCA Ghasni Depot

BEST AVAILABLE COPY



ai.-! • • VII, -. 5;.

SLIPPL1ES MANAGEMENT
COURSE SCHEBl ili-

ac t. 6th to 17th j 1991

DAY

11.

. TOPIC

.&.91

TIME RESPONSIBILITY

of Participants 8.30 "To 9,00 Abdullah

•• induction to Workshop

. i - • i orluc tiun to Supply
. <-=lem Omjini.zatJ.on

' • H I c-nl. OpK-t at ions at Drug
f»"j>-jL5 in Afghanistan

9.00 To i O . O O . V L m Dias/ Abdul lah

10.15 io 12.30 Vim Dias/ Abdu l l ah

2.00 "io 4.30 Vim Dias/. Abdul 1 ah

fcfl'.fc' r>rucj Depot Profile Groups

ft •".'ierrfciHLions by Participants Groups

2. JO.7,91

- i.:,-::-jr;5 of Mana'gement 8.30 To 10.30 Vim Dias/ Abdullah
-** X

~ :ii-proving Communication 10.45 To 12.30 John Eaton
VH 11.5

- Av^essfnent of Training- Weeds 2.00 To 3.15 John Eaton

- Us* of Visual Aids 3.30 To 4.30 John Eaton

3. 1' )"8.91 » f *

••- How to make a Sood Presentation' 8.30 To 10.30 John Eaton " .

- Training Methodologies 10.45 To 12.30 John Eaton
I.future Discussions
j''«;,' ta !"-'] ,iys

; M'-> SLiidies

;v;,:rs r,-ainir,g BEST AVAILABLE COPY
- I v.i ip Activities Based On 2.00 I'o 4.30

/-i!,-jv-<? Methods of Training



Problem Identification &
r !-t«.!em Solving

8.30 To 9.30 Vim Dias/ Abclu'lldh

i^ £j.scusBion on Stores
I'lrtnageroent Techniques
.'n Afghanis tan . Problems &
on]unions.

9.30 To .12.30 Vim Dias/ A b d u l l a h

1 n /.«,-nior/ Control Techniques
.nfii.1 Forecast ujy Drug
1'i'equ ,1 r emen t<3

2.00 lo 4.30 Vim Dias/ A b d u l l a h

i.''>, to.9.1

A review of Inventory Control 8.30 To 9.30
Techniques in use in .Afghanistan,
!'-'• oblerns and Solutions ~ "

Vim Dias/ Abdullah

Uvie of Push/Pull Systems & Kit
.sV'itsms for drug distribution.
Problem** ft Solutions

9.30 lu .1.2.30 Vim Dias/ Abdullah

/ ft /en tor y Records
*• Activity

2.00 4.30 Vim Dias/ Abdullah

10.;13,91

! 'r ocur C'foen t Practices S.3,0 To 10.30 Vim Dias/ A b d u l l a h

-- Open Session, 10.45 To 12.30 Vim Dias/ A b d u l l a h "

V/t£ Jrt>nial:«.c Cost Reduction
in Drug logistics

2.00 In 4.30 Vim D.i.as/ Abdu l l ah

JO.14.91

R&volv'ing Drug Funds, Theory
.?• Pr-nctice

S.30 To 12.30 Vim D.i.as/ Abdullah

•" .vi hy., Developing a F̂ 'DF 2.00 lo 4.30 Groups

BEST AVAIUBLE COPY



,10,15.91 '

Qua (.i,!-y Assurnnce 3.30 'To 10.30 Sarwar/ Abdullah

J-!utM to Prepcire Simple
I'-c-asibi 'j ity Studies
For Donur Assistance

10,45 To 12.30 John Eaton

Develop P3en%\for '
Strong thening Drug Logistics
SyKl"."ift!£ in Afghanistan

2.00 To 4.30 Groups

10.16-91-

Develop Plans for
Skn&ngtlvening Drug Logistics
Systems- in Afghanistan, continued-

8.30 4.30 Groups

- i.-Jroup Pre-sentations and 3.3O To "12.30 Groups

Piepuralion of Final Plans 2,00 i'u 3.15 Groups

of Workshop Proceedings 3.3:- To 4.00 Vim Dias/ Abdullah

•-. Ct>i.u"se Evaluation 4.00 To 4.30 Participants

~ Clo-se of Workshop

— 0 —

BEST AVAILABLE COPY



Appendix IX - 1

Afghanistan Health Sector Support Project

Management Sciences for Health

BUDGET

Period

October 01, 1992
Through

September 30, 1993



Afghanistan Health Sector Support Project, HSH
DETAIL OF TRAIHIUG-SEMI1IARS

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE :

07
SOB-CODE :

DETAIL OF NUMBER OF EXPECTED TOTAL TOTAL

SEMINAR(s) SEHIHAR(B) CHARGES OF CHARGES OF CHARGES OP COI1ME1ITS, IF ANY

PER SEMINAR SEMINARS SEMINARS

(Rs) (Rs) (»)

T O T A L :



Afghanistan Health Sector Support Project, 11SH
DETAIL OF TRAIHIHG-REFEREHCE MATERIALS

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE :-

08

SUB-CODE

DETAIL OF QOAHTIW RATE TOTAL
REFERENCE MATERIALS > PER ITEM AHOOHT

(Rs) (Rs)

TOTAL
AHOU1IT

($)

COMMENTS, IF AMY

T O T A L :



Afghanistan Health Sector Support Project, MSH
DETAIL OF ALLOWANCES

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE :-

13
SUB-CODE :-

NO. OF POSITION LOCATION RATE NUMBER TOTAL TOTAL

EMPLOYEES PER DAY OF DAY(s) AMOUNT AMOUNT

(Rs) ($)

COMMENTS, IF ANY

T O T A L :

v. .'__



Afghanistan Health Sector Support Project, KSH
DETAIL OF STIPENDS COST CODE :

14

OCTOBER 01,1992 THRO SEPTEMBER 30,1̂ 93 SOB-CODE :

NO. OF BHWs RATE TOTAL TOTAL COMMENTS, IF ANY

PER BHH AMOUNT AMOUNT

(Rs) (Rs) (»)

T O T A L :



Afghanistan Health Sector Support Project, HSK
DETAIL OF PER DIEM

OCTOBER 01,1992 THRU SEPTEMBER 30,1993

COST CODE :•

15
SUB-CODE : •

LOCATION NO. OF

PERSONS

NO. OF

DAYS

RATE

PER DAY

(Rs)

TOTAd

AMOUNT

(Rs)

TOTAL

AMOUNT

(*)

COMMENTS, IF ANY

T O T A L :

35?



Afghanistan Health Sector Support Project, USH
DETAIL OF FOOD

OCTOBER 01,1992 THRO SEPTEMBER 30,1993

COST CODE :

16
SUB-CODE :

NO. OF

PERSONS

HO. OF

DAYS

RATE

PER DAY

(Rs)

TOTAL

AMOUNT

(Rs)

TOTAL

AHOU1IT

($)

COMHEHTS, IF AMY

T O T A L :



Afghanistan Haaltti Sactor Support Project, MSH
DETAIL OF TRAVEL - IN AFGHANISTAN.

OCTOBER 01,1992 THRO SEPTEMBER 30,1993

COST CODE :-

17

SOB-CODE : -

DETAIL OF TRAVEL

(LOCATION)

NO. OF EXPECTED

PERSONS FARE PER

TRIP(AFGH)

TOTAL

AMOOIIT

(AFGH)

TOTAL

AltOUHT

COHHEHTS, IF A1IY

T O T A L :

BEST AVAILABLE COPY



Afghanistan Health Sector Support Project, MSH
DETAIL OF TRAVEL - III PAKISTAN COST CODE ;

18

OCTOBER 01,1992 THRO SEPTEMUER 30,1993 SUB-CODE :

DETAIL OF TRAVEL HO OF EXPECTED TOTAL TOTAL COMHEHTS, IF AIIY

(LOCATION) PERSONS FARE PER AMOUNT AMOUNT

TRIP (Rs) (Rs) ($)

====_====ri_=:======= ============ ============ ============ ============ ==================

i
_

_____________________ ____________ _ _ _ _ _ _ _ _ _ _ ____________ ____________ _ _ _ _ _ _ _ _ _

I

T O T A L :
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I AFGHANISTAN HEALTH SECTOR SUPPORT PROJECT . MSH

OPERATING EXPENSES SOHHARY SCHEDULE - C Page (1 of 2)

DEPARTMENT :

I COST CODE -.

COST CENTER NAME :

PERIOD : OCTOBER 1992 THRU SEPTEMBER 1991

=========;=============================

COST CODE! DESCRIPTION

01 ! Salaries
__•..-._ - f _ _—

02 ; Consultancy

03 ; Supplies - Medical
1

04 {Supplies - Hon-medical

05 ; Supplies - Office

06 J Freight

i '
07 : {Training - Seminars

™ - — — ( - —
08 ; I Training - Reference material

_ 1 -— —

10 ' ; Equipment - Medical
i

11 [Equipment - Non-nodical

i
12 [Capital improvements

i
13 ! Allowances

i
14 i Stipends

1

15 |Per diem

16 jFood

~ I

17 ; Travel - In Afghanistan
1

18 {Travel - In Pakistan

AMOUNT R» AMOUNT t COMMENTS

i

*

j

i

,
i

BEST AVAILABLE COPY

3



SCHEDULE - C Page (2 of 2)

COST CODE!.__..____

26
21

22

23

24

25

26

27

28

29

30

31

32

33

DESCRIPTION

Rant - Offices

Utilities - Telephone

Utilities - Gas

Utilities - Electricity

Repair t Maintenance

Vehicle vaintenance

Books t subscriptions

Language instructions

— - «-—-—-——--—— —
Medical examination

Rent - Car

Miscellaneous

Postage t chipping

Administrative write off

Insurance

Travel Air-fare

T O T A L :

AMOUNT Re

•

AMOUNT $

•

COMMENTS

.

•
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Health Sactor Support Project, HSH
DETAIL Of FREIGHT COST CODE :

06

OCTOBER 01,1992 THRO SEPTEMBER 30,1993 SOB-CODE :

DETAIL OF ITEM(C) LOCATION RATE PER TOTAL TOTAL COMMENTS, IF AMY

KG/SEER AMOONT AMOUNT

(AFGH) (AFGH) (»)

I

T O T A L : j
i

BEST AVAILABLE COPY

"2
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